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r. President and honored members of 
M the South Carolina Medical Associa- 
tion: 

It is a privilege to come to your convention 
and participate as a speaker on your program. 
I cannot think of any of you in any other way 
than the appreciation I have for the personal 
ministrations of the wonderful and under- 
standing members of your great profession 
who steered me through a dangerous child- 
hood in which we had no wonder drugs but 
had to depend on wonderful doctors. Some of 
them have passed on to great rewards, as I 
am convinced that all mothers and all doctors 
go to heaven. Some still work in complete 
dedication to the art of healing and soothing, 
and I pause to pay homage to Dr. G. A. Hen- 
nies, Dr. W. J. Henry and Dr. W. R. Wallace 
of Chester, who have refused to yield to the 
ravages of age, and courageously fill each day 
with renewed determination to continue in 
good works. 

I am afraid there has been a recent tendency 
on the part of doctors “to look down their 
noses” on politics and politicians. To me, this 
is extremely unfortunate because of the in- 
creasing tendency to attempt to meet medical 
problems through Congressional action. Of the 
some 7000 bills before Congress at present, 
your Washington Office has informed me, the 
AMA, that they are following 213. In the pre- 
ceding Congress, in the neighborhood of 704 


Remarks of Robert W. Hemphill, Member of 
Congress, Fifth South Carolina Congressional District, 
before the meeting of County Officers of the South 
Carolina Medical Association, March 22, 1959. 


bills have been followed; 26 of these were 
enacted into law. Unless Congress has the 
guidance of the medical profession in health 
bills, they will get it elsewhere and I hope they 
would give this help or keep still when they 
are subjected to what they consider undue 
Federal regulation. 

Over half the Representatives and 83% of 
the Senators had their names on health legisla- 
tion in the 85th Congress. For all intent and 
purposes, every Senator and Congressman is 
a potential proponent of health legislation. 
Hence, I urge your cultivating their friendship 
and confidence. 


Doctors in Congress 


Doctors have taken an active part in Fed- 
eral legislation from the time of the First 
Continental Congress. 361 physicians have 
served in Congress. 5 of them came from 
South Carolina. 

David Ramsay served as a surgeon in the 
Revolutionary Army. He was State historian, 
author of several books and a member of the 
Continental Congress from 1782 to 1786. 

Thomas Tucker was also a surgeon in the 
Revolutionary War, a member of the Con- 
tinental Congress from 1787 to 1788 and was 
Treasurer of the United States from 1801 to 
1828. 

William Butler was a member of the 27th 
Congress. 

John Bratton was a brigadier general in the 
Confederate Army and served in the 48th 
Congress. 
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Thomas Strait was the last of the South 
Carolina doctors in Congress and served in 
the 53rd, 54th and 55th Congresses and died 
in 1924. 

I am glad to know that your medical society 
is doing a good job on keeping the people of 
South Carolina informed concerning medical 
care and medical care problems. This is as it 
should be for you are a very small segment of 
the population and unless your patients are 
informed about the advantages of the Ameri- 
can system of medical care, I am afraid you 
will be under Government domination in a 
few years. 


Medical Progress 

I am deeply impressed by the progress that 
has been made in medical care since the turn 
of the century,—within the lifetime of many 
of us here today. 

In 1900, the death rate was 1,719 per 
100,000 in our population. In 1956, it was 
935—a decrease of 46%. In 1900, a baby at 
birth could expect to live to be 47 years old. 
In 1956, a male child could expect to live to 
be 67, and if she were a member of the 
“weaker sex” she could expect to live to be 73. 
If this difference in the life span of the sexes 
continues to increase, I am afraid we are going 
to have to find some other derogatory designa- 
tion for women than the “weaker sex”. 

We do not have any accurate statistics for 
infant mortality in 1900, but when figures 
were kept accurately starting in 1915, for 
every 1,000 living births we had 100 deaths in 
newborn babies. In 1956, we had 26. In other 
words, four times as many newborn babies 
died in 1900, per 1,000 living births, as did 
in 1956. 

The changes in the death rate from specific 
diseases from 1900 to 1956 even more clearly 
indicates the change in our medical problems. 
In 1900, the most common causes of death 


Leading Causes of Death 


“Rate per 100,000 


population 
1900 19 
1. Influenza and pneumonia 202.2 28.2 
2. Tuberculosis, all forms 194.4 8.4 
3. Gastro-enteritis 142.7 4.5 
4. Diseases of heart 137.4 360.5 
5. Cerebral hemorrhage and other 
vascular lesions affecting central 
nervous system 106.9 106.3 


were infectious diseases. The five most com- 
mon causes of death then are shown in the 
above table with the death rate per 100,000: 

In 1956, the most common causes of death 
were the degenerative diseases. The five most 
common causes of death then are shown in 
the following table with the death rate per 
100,000: 


Leading Causes of Death Rate per 100,000 


population 
in 1956 1956 1900 
1. Diseases of heart 360.5 137.4 
2. Cancer and other malignant 
neoplasms 147.9 64.0 
3. Cerebral hemorrhage and other 
vascular lesions affecting 
central nervous system 106.3 106.9 
4. All accidents 56.7 2.3 


7 
5. Certain Diseases of early infancy 38.6 62.6 


A number of factors enter into our better 
health record . . . shorter working hours, bet- 
ter clothing, better housing, better sanitation, 
better food, better knowledge of how to care 
for ourselves, and last, but maybe the most 
important of all, medical and hospital care. 
Formerly a patient went to a hospital to die. 
Now he goes to get well and sometimes for 
relatively minor illnesses and even for just a 
careful physical evaluation. So popular have 
hospitals become that we have had trouble 
trying to keep up with the increased demand 
for their services. The problems become so 
acute that the government entered into it in 
1947, with the system of grants to nonprofit 
hospitals under the Hill-Burton Act. 

From the start of the Hill-Burton Hospital 
Construction Act in 1947, to December 31, 
1958, 4,315 projects have been completed or 
approved for building to provide 185,000 
beds. In addition, there have been 1,143 health 
units which do not include beds. These health 
units include rehabilitation units, health cen- 
tres, and out-patient departments. For every 
hospital bed built with Hill-Burton participa- 
tion there are two built without such help or 
a total of approximately 555,000 beds in eleven 
years—a staggering number built under the 
free enterprise system in this country as com- 
pared to the one small hospital built in the 
British Isles under their compulsory state pro- 
gram of National Health Insurance in approxi- 
mately the same period. 
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For those advocating a compulsory health 
insurance program in this country I commend 
a study of the above figures, also a study of 
the rate of growth of voluntary health insur- 
nce in England since the advent of the com- 
nulsory program of health insurance in Eng- 
land. 

It has recently been estimated that one- 
quarter of the population of England and 
Wales is covered by health insurance. The 
reasons for this growth are said to be the 
extra charges and the means or needs tests 
“under certain aspects of the National Health 
Service. Another is the desire of a patient for 
privacy when ill. Still another arises out of the 
fact some persons cannot afford to wait for 
beds in the government general wards, these 
waits being, apparently, a real problem of 
some magnitude. For example, at the ends of 
1956, 431,000 persons were reported to com- 
prise the waiting list for hospital beds. The 
length of the waiting period varied by type 
of hospital and nature of illness. Hence, for 
general surgical cases the wait varied from 53 
days in nonteaching hospitals to 70 days in 
the provincial teaching hospitals. For patients 
with ear, nose and. throat diseases, the wait 
ranged from 87.6 days in the London teaching 
hospitals to 135 days in nonteaching hospitals. 
A still further reason is assistance in affording 
private specialist treatment; there seems to be 
a desire for freedom of choice in the selection 
of surgeons, specialists, and consultants.” 

The rigorous individualists which most 
Americans are, prefer to select the type of 
medical care, the type of hospital, and the phy- 
sician of their choice when they are sick. A 
good example of this was before us last year 
in the Medicare program in which the de- 
pendents of the Uniformed Services were 
given the choice of care in civilian facilities 
paid for by the government or care in a mili- 
tary facility. There was a 17% drop in the 
number of dependents going to military hos- 
pitals but an over-all increase of 39% due to 
the use of civilian facilities. I feel our medical 
progress and our health progress have been 
accomplished because of the freedom we have 
in local control of our health facilities and our 
privilege of selecting the type of medical care 
and type of physician we want to care for us. 
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The Legislative Problem 


In a recent issue of the US News and World 
Report appeared an article “The High Cost of 
Being Sick.” We whose ears are attuned to 
public opinion recognize this great periodical 
as a sounding board, and an honest one. This 
article reflects the public concern at the cost 
of keeping well, shall we say “the cost of stay- 
ing alive.” 

Unfortunately America, in this age, too often 
looks to its government for a panacea for 
every ill, physical and otherwise. And so we 
find the Congress besieged with petitions for 
health security as a part of social security. 

In 1957, Congressman Aime J. Forand intro- 
duced HR 9467, a bill providing for health 
benefits under the old age and survivors in- 
surance program. Despite wide support, the 
measure did not pass. 

On February 18, 1959 this gentleman intro- 
duced H. R. 4700, entitled A BILL, to amend 
the Social Security Act and the Internal 
Revenue Code as to provide insurance against 
the costs of hospital, nursing home, and sur- 
gical service for persons eligible for old-age 
and survivors insurance benefits, and for other 
purposes. 


Widespread Support 


Important organizations have again strongly 
endorsed health benefits under the old-age, 
survivors and disability insurance program. 
These include the American Public Welfare 
Association, the American Nurses’ Associa- 
tion, the National Association of Social 
Workers, the AFL-CIO, the Group Health 
Federation of America, and other organiza- 
tions with an intimate knowledge of the prob- 
lems of the aged and the values of social in- 
surance. 

The Governing Council of the American 
Public Health Association on October 30, 1958, 
adopted a strong resolution which states that 
“health services for the aged are inadequate 
throughout the nation” and supports “ap- 
propriate proposals to provide paid-up insur- 
ance for health services required by aged pe- 
sons.” 

The American Hospital Association has 
recognized the need for some type of federal 
action and has been exploring alternatives. 
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He considers health and health insurance 
“the proper concern of government”. The 
benefits would include: 

(a) 15 million eligible in 1960. 

(b) Any person entitled to monthly bene- 
fits under Sec. 202, Social Security Act 
would be eligible. 

(c) Hospital care to up to semi-private 
room and skilled nursing home services. 

(d) Surgical services and out-patient pro- 
vision. 

(e) Exclusion of persons eligible for per- 
manent and disability benefits. 

(f) Financing by increasing contribution 
rates by 1/4%, except self-employed 
pay 3/8%. 

The statement of Mr. Forand includes: 

Special Safeguard 

Nothing in the bill shall be construed to give 
the Secretary or administering agencies 
authority over the internal management of 
participating institutions or over the practice 
of medicine or the manner in which medical 
services are provided. 

It therefore appears that the sponsor of the 
bill fears the bureaucracy, mindful of the bad 
effect government continuation would have on 
modern medicine. 

Some sort of legislation of this kind will 
pass—if not this year, certainly in the next 
three to five years. You fear it probably as a 
step toward socialized medicine, 

We in Congress need your help and your 
guidance in making sure this program does 
not evolve into socialized medicine. _ 

No hearings have as yet been scheduled. I 
hope that when they are you will take the 
leadership in helping write a bill which will 
carry out the fine humanitarian purposes we 
desire and have the safeguards we need. 

Since you are taxpayers I have no hesitancy 
at discussing appropriations; I am anxious to 
dispel a widely held notion, which I am sure 
all of you know to be inaccurate, that only 
legislation which sets up a new program is 
important legislation. For one of the single 
most important tasks of Congress each year is 
the consideration of appropriation bills. The 
amount which Congress allows to be spent is 
of vital importance in determining the nature 
of old and new government programs. This in 


turn determines the effect that government 
programs will have on each of you. Often the 
debates on appropriations bills receive little 
publicity in the newspapers, but you can be 
sure that they receive.a great deal of attention 
from anyone interested in a particular program 
or a specific program. 

My constituents from the Fifth District of 
South Carolina tell me they are for economy 
in Government. I guess the reason they feel 
this way is the same reason we all start to be- 
come a little troubled as it gets closer to tax 
time. One of the best ways I know of to stop 
taxes from getting any higher than they al- 
ready are is to examine carefully every request 
for increased government spending. That 
means that I am not able to accept at face 
value each request for funds when the ap- 
propriations bills are considered. I have to 
think of the taxpayers back home. I must bal- 
ance the value of the money to be spent 
against the burden imposed on the citizen 
who dishes out the money in the form of taxes, 

In 1957 when the appropriations for the De- 
partment of Health, Education, and Welfare 
came up I spotted an item which gave $1,800,- 
000 to the Office of the Secretary. I noticed 
that this figure was higher than the amount 
requested in the previous year. I looked at the 
report of the subcommittee in charge of these 
appropriations and saw they had not been con- 
vinced that conditions had changed sufficiently 
to warrant such an increase. I searched the 
hearings only to discover that the Secretary, 
who was paid $25,000 a year with two 
assistants receiving $17,500 a year, was re- 
questing higher funds for staff increases 
among other things. 

Now in my mind these are pretty big sal- 
aries, and they mean the public can count on 
these men to do pretty big jobs. All things 
considered | offered an amendment to cut this 
item by $250,000. 

This year the Department of Health, Educa- 
tion, and Welfare will again request increases 
in their total appropriations. I am informed the 
amount of the total increase is 12 per cent. You 
can be sure that I will do my best to insure 
that every demand for more money is wise and 
necessary in these appropriations as in all 
others. 
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The Federal budget has many things in 


common with a_ household budget. The 
husband must keep some track of how many 
new hats his wife is buying. I consider my 
office a public trust. I think every Congress- 
man owes it to his constituents to pay atten- 
tion to how the taxpayer's dollars are being 
spent. 

Even a few words on various major legisla- 
tive proposals before the Congress give you an 


idea, I am sure, that much of the national 
legislation I am considering affects your pro- 
fession, That is why, earlier in this talk, I 
stressed the importance of your letting me 
know your viewpoints on these matters. For 
unless medicine comes to the aid of govern- 
ment, we may have government in medicine. 
We need your assistance and your viewpoints 
as we need the viewpoints of all citizens. I 
call on your medical statesmanship. 


DEAFNESS AND ITS TREATMENT, 
AN HISTORICAL SKETCH 


R. W. HAncKEL, M. D. 
Charleston, S. C. 


ince the special sense of hearing was de- 
S veloped in our evolutionary process, 
deafness in a variety of forms and in 
varying degrees has made its appearance and 
is becoming an increasing problem. 

There are two types of deafness, conductive 
and nerve deafness. By conductive deafness 
we mean the deafness which results when 
there is some interference with the conduction 
of sound waves to the nerve of hearing in the 
inner ear. This point of interference may be 
anywhere in the outer or middle ear. By nerve 
deafness we mean the deafness which results 
when there is interference with the reception 
of the sound waves at some point along the 
neural mechanism of the nerve of hearing. A 
combination of these also occurs and is called 
mixed deafness. 


Conductive deafness occurs when sound 
waves are air-borne and nerve deafness when 
they are liquid-borne. 

Examples of conductive deafness are block- 
age of the ear canal by such diverse means as 
congenital absence of the canal, foreign bodies 
in the canal, impacted cerumen. Middle ear 
infection producing destruction of drum and 
ossicles or adhesions which interfere with 
ossicular motility and otosclerosis which also 
produces interference with ossicular motility, 


Presented December 4, 1958 at a regular meeting of 
The Robert Wilson Medical History Club. 
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by overgrowth of the bony tumor around the 
footplate of the stapes are examples of con- 
ductive deafness of middle ear origin. 


Examples of nerve deafness are destruction 
of the end-organs of hearing by such things as 
acoustic trauma, presbycusis and infection. 
Interruption of the continuity of the neural 
mechanism deeper in its course may occur as 
a result of tumors, infections, and direct 
trauma. 

Industrial noise as a cause of nerve deafness 
is becoming an increasing problem. The first 
record of the probable injurious effect of in- 
dustrial noise on hearing was by Fosbroke in 
1830 when he discussed the hearing loss noted 
among blacksmiths.1 Weber commented on 
hearing loss in boilermakers and railway men 
in 1862.' Bauer in 1926 was the first to call 
attention to airplane noise as a factor in hear- 
ing loss." 

Efforts to obtain routine pre-employment 
and follow-up audiograms met with no suc- 
cess, because of the expense involved, until 
July 1948. At that time the New York State 
Court of Appeals decided in favor of the 
claimant Slawinski vs. J. H. Williams and Co. 
and awarded him $1,661.25 for a hearing loss 
caused by industrial noise. 

Since that time industrial management has 
been made increasingly aware of hearing loss 
due to auditory trauma, Committees from the 
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American Medical Association and the Ameri- 
can Academy of Ophthalmology and Otolaryn- 
gology separately and jointly and also from 
the various Armed Services have been formed 
and are busy studying various aspects of the 
problem such as:— 1—The loss by high and 
low frequency tones of the same intensity 
(high frequency tones produce greater loss ). 
2—The amount of hearing that an individual 
recovers after elimination of the noise. 3—The 
difference between auditory trauma produced 
by continuous everyday noise and intermittent 
unusual noise. 4—The relationship between 
presbycusis and high tone deafness produced 
by auditory trauma. 

Noise was once defined as sound without 
agreeable musical quality. However, this has 
proved to be unacceptable because of difficulty 
in defining terms and also because even agree- 
able musical quality may be undesirable at 
times. The particular characteristics that con- 
verts sound into noise is its undesirability. 
Consequently the currently accepted definition 
of noise is any unwanted sound.' 

At the present time very little can be done 
for nerve deafness. Only Meniere’s syndrome, 
a dysfunction of the hydrodynamics of the 
inner ear, can be remedied by a restoration of 
the normal fluid balance here. 

The first attempt to remedy middle ear con- 
ductive deafness of infectious origin came with 
the development of mastoid surgery in the 
early part of the 18th century. Jean-Louis 
Petit? was the first to perform a simple mas- 
toidectomy in 1736. His posthumus publication 
lay dormant until 1863 when Schwartze pop- 
ularized the procedure. The first simple 
mastoidectomy in the U. S. was by Dr. 
Lawrence Turnbull in 1860. 

Surgery to combat deafness may be divided 
into four types:— 

1) Surgery to combat secretory otitis; 2) 
surgery to combat acute infections of the 
mastoid, i.e. simple mastoidectomy; 3) sur- 
gery to combat chronic infections in the mas- 
toid, i.e. modified radical mastoidectomy, 
tympanoplasty, radical mastoidectomy, and 
more recently, the musculoplasty procedure 
advocated by Rambo;? 4) surgery to combat 
otosclerosis, i.e. the fenestration operation pop- 
ularized in this country by Lempert,* and 


mobilization of the stapes, which was resur- 
rected by Rosen. 

1. Secretory otitis, as its name implies, 
means an accumulation of fluid in the middle 
ear as a result of infection, allergy, or a com- 
bination of the two. The earliest surgical treat- 
ment of this type of deafness was simple 
myringotomy. This is still an accepted pro- 
cedure and in addition removal of the ac- 
cumulated secretions is facilitated by aspira- 
tion. In recent years refinements in this pro- 
cedure have been perfected. These consist of 
myringotomy combined with inflation of the 
eustachian tube as advocated by Rawling.® 
Also suction may be applied to the canal after 
myringotomy while the tube is being inflated. 
Armstrong” has recently advocated the use of 
myringotomy, aspiration, and the insertion of 
a small gauge polyethelene tube into the open- 
ing in the drum. The tube is left in place for 
several weeks or even several months, if neces- 
sary, until the drum returns to normal color. 

2. Simple mastoidectomy is primarily de- 
signed to preserve hearing when there is an 
acute infection of the mastoid. As was men- 
tioned above, this was first advocated in 1736. 
The technical details won't be given here; 
suffice it to say that the mastoid cells are com- 
pletely exenterated but the middle ear is left 
intact. A drain is inserted in the lower angle 
of the post-auricular incision and allowed to 
remain in place for a week or two. Occasion- 
ally it has been found necessary to perform a 
simple mastoidectomy in secretory otitis cases 
where the fluid has spilled over into the mas- 
toid cells and the condition is not relieved by 
surgery of the middle ear alone. 

3. Chronic mastoiditis may produce osteo- 
myelitis, osteitis, adhesions in the middle ear, 
granulations and pus in this area, or a chol- 
esteatoma. Also it is possible to have a com- 
bination of these pathological changes in the 
middle ear and mastoid. The end result is 
either a partial or complete loss of serviceable 
hearing. 

The operative procedure most frequently 
used to combat a partial loss is a modified 
radical mastoidectomy. In addition to doing 
a simple mastoidectomy, the posterior bony 
canal wall is removed, and a flap opening is 
made into the membraneous canal, This con- 
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verts the ear canal and the mastoid cavity into 
one. A skin graft may be used to hasten epi- 
thelialization of the cavity. The contents of 
the middle ear are left undisturbed. 

Within the last several years Wullstein® 
et al have developed the technic of tympano- 
plasty. Reduced to its simplest terms, this con- 
sists of removing the involved structures in the 
mastoid and the middle ear and covering the 
denuded area with a skin graft, being careful 
to preserve an air space in the hypotympanum 
between the oval window and the eustachian 
tube. The skin graft serves to replace the 
damaged or even the completely destroyed 
drum. It comes in contact with some portion 
of the ossicular chain and serves to re-establish 
hearing to a serviceable level in the affected 
ear. 

Before this attempt to restore hearing in the 
severely handicapped ear was made, the only 
operative procedure available was a radical 
mastoidectomy. In this procedure a simple 
mastoidectomy is done first, the bony posterior 
wall is then removed, and the drum and con- 
tents of the middle ear are removed except 
for the stapes. A flap is cut into the skin of the 
canal, converting the canal and the mastoid 
cavity into one as in the modified radical 
mastoidectomy. The main purpose of this op- 
eration is to prevent the spread of infection 
into the surrounding vital structures and to 
attempt to get a dry ear. It was first done by 
two general surgeons in Germany, Ernst 
Kuester and Ernst vonBergmann in 1888.9 

Rambo? has recently advocated a musculo- 
plasty operation for suppurative middle ear 
deafness. After doing a complete radical 
mastoidectomy, he utilizes a pedicle flap from 
the temporal muscle to construct an air-con- 
taining middle ear cavity. Pedicle flaps from 
the skin of the ear canal are laid on the muscle 
flap, and a stent of Fischer’s paraffin wax is 
laid in the ear canal. The muscle flap serves 
as an excellent source of blood supply for the 
skin. The stent is left in place for three months 
and when removed leaves a well-epithelialized 
cavity. A flap is then raised over the horizontal 
semi-circular canal and a fenestra is made in 
this canal in the manner usually employed in 
doing a fenestration. The ear canal is repacked 
with the packing of choice and this is removed 
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in a week or so. The purpose of this operation 
is to provide a dry ear and to restore hearing 
in an ear that has been crippled by infection. 

4. In 1938 Lempert* published his first re- 
port on the fenestration operation designed to 
restore hearing in cases of deafness caused by 
otosclerosis. He used an endaural approach, 
removed the bony canal wall and the incus 
and head of the malleus. The fenestra or 
window is made with a bur in the horizontal 
semi-circular canal. The fenestra is covered by 
a pedicle flap of meatal skin and drum. The 
canal is packed for several days with paraffin 
gauze. There have been many modifications of 
this procedure since its introduction. Lempert 
was not the originator of the procedure. Bar- 
any, Holmgren, Jenkins, and Sourdille'® pre- 
ceded him in this operation as far back as 
1912. It was after hearing Sourdille’s 
presentation at the New York Academy of 
Medicine in 1937 that Lempert devised his 
one-stage fenestration operation and popular- 
ized the procedure in this country. 

The mobilization of the stapes operation 
was re-discovered by Rosen® in 1953. He put 
pressure on the stapes of a patient on whom 
he was doing a fenestration and felt the re- 
sistance to the pressure suddenly give. The 
patient stated that hearing had suddenly re- 
turned. He then decided to use the approach 
advised by Lempert in doing a tympano- 
sympathectomy, elevating the skin of the canal 
and folding it forward with the attached 
drum to expose the stapes in the middle ear. 
He used local anesthesia. The posterior rim of 
the canal was curetted out when necessary to 
give a better exposure of the stapes. 

This operation has subsequently been modi- 
fied by a variety of ear surgeons including 
House, Goodhill, Myerson, and others too 
numerous to mention. 

Mobilization of the stapes was first done in 
the latter part of the 19th century through a 
myringotomy incision, but was soon aban- 
doned because of poor results and subsequent 
infection. The first surgeons to attempt the 
operation were Kessel, Boucheron, and Miott® 
in the last quarter of the 19th century. 

In the latter 1930’s and during the forties 
otology, especially otological surgery, was con- 
sidered to be a dying specialty because of the 
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advent of sulfa compounds and the anti- 
biotics which reduced markedly the necessity 
for mastoid surgery. However, from the 


stimuli provided by Lempert, Rosen, Rambo, 
and others, temporal bone surgery is again 
coming into its own. 
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MYOCARDIAL INFARCTION WITH 
CARDIAC RUPTURE 


T. Prevost, M. D. 
Anderson, S. C. 


upture of the heart has been known as a 
R clinical entity since 1647' when Harvey 

described it. Morgagni in 1765 reported 
11 cases and blamed the cause of rupture on 
marked fatty myocardial changes. Marie? in 
1896 was first to correctly associate coronary 
artery disease with atherosclerosis, and since 
this date authors have concerned themselves 
with the incidence, time relationship to in- 
farction, etiology, and pathogenesis of cardiac 
rupture. 

Rupture of the heart following myocardial 
infarction produces hemopericardium, cardiac 
tamponade, and usually sudden death, but 
occasionally there is a survival period of a few 
minutes to half hour. 

The following case report is interesting be- 
cause cardiac rupture apparently occurred on 
the second day, and again in the same location 
on the eleventh day after an acute infarction. 

Case Report 

A 63 year old white male was admitted to the 
Anderson Memorial Hospital on August 27, 1957, 
complaining of chest soreness. He had been well in 
all respects until about 2 A. M. August 26 when he 
awoke with severe, dull aching substernal pain that 
radiated into the precordium and down both arms. 


The pain continued with varying degrees of intensity 
until about 7 A. M., at which time it began to sub- 
side. Throughout the day he rested well, without 
additional pain, but when he awoke on the morning 
of August 27 he experienced anterior chest soreness, 
whereupon he came to the office. An electrocardio- 
gram showed an acute anterolateral infarction, and 
he was admitted to the hospital. There was no history 
of a previous similar episode. 

The past and family histories, and review of the 
systems were noncontributory. 

The patient was a well developed and nourished 
white male who appeared to be his stated age. He 
did not appear ill. His blood pressure was 140/90 
mm. Hg.; pulse 100 with occasional extrasystole; 
respirations 18; and temperature 99.2° F. Ophthalmo- 
scopic examination showed a grade II arteriolar 
sclerosis, without exudates or hemorrhages. The heart 
was without shocks or thrills, was of normal size and 
shape. The heart tones were of fair quality, and there 
were no murmurs at any valvular area. The rhythm 
was slightly irregular due to premature beats. The 
remainder of the physical examination was negative. 

Voided urine was negative except for a trace of 
albumen, and 3 to 4 white cells per high-power field. 
The red-cell count was 4,960,000 cu/mm. and hemo- 
globin 15.0 Gm. per 100 ml. The white-cell count 
was 13,750 cu/mm. with 70 per cent segmented 
forms, 2 per cent stabs, 2 per cent eosinophils, 3 per 
cent juveniles, 19 per cent lymphocytes, and 4 per 
cent monocytes. Daily prothrombin determinations 
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varied from 29 seconds to 34 seconds until the day 
of his death, September 6, 1957. 
Treatment and Course 

He was kept at complete bed rest. Dicumerol 
(bishydroxycoumarin) dosage varied from the initial 
dose of 300 mg. to 50 mg., with an average daily dose 
of 100 mg. Equanil (meprobamate) 400 mg. and 
Phenergan (promethazine HCl) 25 mg. were given 
at irregular intervals because of restlessness. On the 
afternoon of admission and on two occasions the 
following day he was given Demerol (100 mg.) be- 
cause of chest pain. 

He otherwise seemed to be doing well until about 
6:45 a. m. August 29 when he again complained of 
chest pain and was given Demerol (100 mg.) Shortly 
thereafter he became cold, clammy, pulseless, and 
comatose. His blood pressure could not be obtained. 
Confusion, cyanosis, and irregular shallow respiration 
developed. He was placed in an oxygen tent. He 
showed no response to Vasoxyl (methoxamine-HCl) 
and at first no response to 4 mg. of Levophed 
(levarterenol bitartrate) in 1000 ml. of 5 per cent 
dextrose administered by rapid drip through a left 
ankle vein cut-down. However, about 8:20 a. m. a 
waxing and waning paradoxical pulse was barely pal- 
pable. Heart tones were distant, of poor quality, and 
also varied in intensity with respiration. He remained 
generally cyanotic with a mottled cyanosis of the ab- 
dominal wall. The neck veins were prominently dis- 
tended. The clinical impression at this time was myo- 
cardial rupture with tamponade. 

By 9 A. M. the blood pressure was obtained at 
102/0. His shock-like state remained and at 10 A. M. 
a second infusion of 1000 ml. of 5 per cent travert 
in distilled water, with 8 mg. of Levophed, was be- 
gun. By 10:30 A. M. his blood pressure transiently 
was 150/130, Throughout the remainder of the day 
and night he remained cold, clammy and restless. 
There was frequent nausea and vomiting. He had 
occasional loose stools. He experienced recurrent chest 
pain from time to time controlled by 50 mg. of 
Demerol. However, by 2:30 P. M. August 30 he 
seemed quite improved. The pulse was stronger and 
more regular; his respiration was normal and _ his 
blood pressure was stabilized at about 130/70. During 
the subsequent days it remained within normal range. 
His heart tones were of surprisingly good quality, 
with only slight muffling to the apical first sound. 
There were no murmurs. Throughout this time he had 
received a constant intravenous drip of 8 mg. of 
Levophed in each 1000 ml. of infusion. During the 
several hours prior to its omission a purplish-blue area 
of skin discoloration, which eventually turned black 
and gangrenous, extended from the site of the intra- 
venous cut-down upward along the anteromedial 
aspect of the right leg for a distance of about 20 cm. 
However, during the next few days the dark edges of 
this area were gradually replaced by a widening pink 
zone. 

The following days were uneventful except for a 
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short period of auricular fibrillation on September 2, 
controlled by oral quinidine. His heart tones remained 
somewhat distant and were of fair quality. The rate 
varied between 80 and 90 per minute. Although his 
color and respiration remained normal he was kept at 
complete bed rest in an oxygen tent at 10 liters per 
minute. Meticorten (prednisolone) 10 mg. three 
times daily was given from August 31 to September 
3, when it was reduced to 5 mg. four times each day. 
Parenzyme (trypsin) was administered, 1 ml. each 
8 hours from September 1 until September 5, when 
the dose was reduced to 1 ml. each 12 hours. Rectal 
temperature recordings varied from 100° on August 
28 to 103° September 1, after which the temperature 
gradually came down by lysis and remained normal. 

On the morning of September 6 he felt well and 
ate a larger than usual breakfast. At 8:30 A. M. dur- 
ing ward rounds his heart tones were observed to be 
of good quality, though a little distant; there was a 
regular sinus rhythm. He had no complaints. How- 
ever, at about 9:40 A. M. he had a sudden convulsive 
seizure and died. 

At autopsy the pericardium contained some liquid 
blood and a soft red clot that weighed 420 gm. A 3 
by 7 cm. partly organized thick clot covered, and 
was adherent to the left lateral aspect of the heart 
approximately centrally placed from the cardiac base 
to its apex. Beneath the fresher surface layers of this 
clot was a somewhat dry, rubbery more organized and 
adherent clot. In the center of this clotted mass was 
a shaggy, torn area which measured 1.5 by 1 cm. This 
opening was approximately 7 cm. ‘from the apex. 
When the heart was opened a 0.2 cm. slit was found 
at the base of the left lateral bundle of the posterior 
papillary muscle. A 0.2 cm. groove director could be 
introduced without resistance and passed through to 
the external opening. 

Gross sections through the anterior marginal wall 
of the left ventricle showed a zone of gray-red to 
yellow-red muscle that extended from near the apex 
to within 2.5 cm. of the base. The midpart of this 
muscle was yellow-brown, soft, soggy, and easily 
fractured. About this area there was subendocardial 
and subpericardial hemorrhage. The left ventricular 
wall measured 1.3 cm. at the base, 1.1 cm. through 
the midpart where rupture occurred, and 0.3 cm. at 
the apex. The heart weighed 376 gm. 

There was a grade III atherosclerosis and calcifica- 
tion of the coronary arteries. The lumen of the left 
circumflex artery measured 1 mm. in diameter for a 
distance of 2.5 cm. where it was found to be occluded 
by a dry red clot. 

There was some congestion and edema of the gen- 
eral lung tissue, with some hypostatic congestion of 
the basal lobes. The left lung weighed 450 gm., and 
the right lung 480 gm. 

Microscopic sections of the left circumflex artery 
showed occlusion by fibrin, platelets, and red cells 
among which there were intermixed polymorpho- 
nuclear leukocytes, lymphocytes and monocytes. 
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Figure 1, Left: External surface of heart, left lateral margin, showing subepicardial clot at site of rupture 
Right: Cut section through necrotic myocardium at sit2 of rupture, showing subepicardial clot. 


There was marked fibrosis of the wall with athero- 
sclerosis calcification, and patchy infiltration by 
lymphocytes. 

Sections of the myocardium showed widespread 
necrosis, patchy hemorrhage, and infiltration by poly- 
morphonuclear leukocytes, monocytes, and macro- 
phages which contained rusty brown pigment. The 
necrotic muscle was bland eosinophilic. There were 
patches of granular basophilic necrosis with infiltra- 
tion by polymorphonuclear leukocytes. The latter 
cells followed the intermuscular septa and through to 
the pericarlium. Over the surface of the pericardium 
there was a layer of granular eosinophilic debris, red 
cells, and blood pigment. Red cells, platelets, and 
fibrin thrombi were found in many of the vessels 
throughout the necrotic muscle. Total necrosis in- 
cluded myocardium and pericardium. 

Discussion 

Krumbhaar and Crowell4 reviewed the 
literature in 1925 and found a total of 654 
cases, and they added 22 cases of their own. 
Gans? reviewed the literature in 1951 and 
studied the characteristics of 738 cases of 
cardiac rupture. These and other authors*-5 
placed the incidence of death due to cardiac 
rupture following myocardial infarction at 
about 9 per cent. 

Cardiac rupture has been observed to occur 
most frequently within the first 7 days after 
infarction, but has been observed during the 
second week and rarely thereafter.6 McLaren 
reported a death due to cardiac rupture 8 
hours following myocardial infarction. Foster? 
reported 2 cases in which cardiac rupture 
occurred within 12 hours after infarction, and 
Bean® reported one case with rupture which 
occurred within 14 hours. Meakins® expressed 
the opinion that seldom does cardiac rupture 
occur later than four days after infarction. 
Gans? reported two cases in which rupture 
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occurred 9 and 12 days respectively after in- 
farction. 

Bean also described the case of a 69 year 
old Russian Hebrew who manifested symp- 
toms and signs of cardiac rupture on the 4th 
day after infarction. He showed partial re- 
covery but died 8 days thereafter in con- 
gestive heart failure. At autopsy “the tear was 
considered to be about a week old, with evi- 
dence of healing and endothelialization.” 

In the series reviewed by Gans? the position 
of the rupture was described in 80 patients. 
Rupture occurred through the left ventricle in 
80.9 per cent, and through the right ventricle 
in 9.2 per cent of the cases. Rupture through 
other areas was comparatively rare. Anterior 
perforation occurred in 75 per cent, and 
posterior perforation occurred in 25 per cent. 
Rupture occurred most frequently within 5 to 
6 cm. of the apex which is about half 
the distance from the cardiac base to the 
apex. Anatomically this is one of the thickest 
portions of the heart muscle but is also one of 
the greatest areas of stress. The cardiac apex 
is one of the thinnest areas, yet rupture seldom 
occurs in this area, 

Mallory et al'® expressed the opinion that 
infarcted myocardium showed no sign of heal- 
ing within the first four days, but only signs 
of muscle necrosis and degeneration, usually 
with marked polymorphonuclear infiltration. 
When necrosis of polymorphonuclear cells 
occurred, the possible liberation of a proteoly- 
tic enzyme appeared to increase the softening 
and liquefaction of necrotic myocardium. 
Tearing of the myocardium seemed to result 
in the formation and dissection of sinus-like 


tracts, the so-called ragged “dissection” type 
of rupture. A less common type of rupture de- 
scribed by Gans? is the “blow out” type. 
Lowe"! stated that scars resulting from myo- 
cardial infarction tend to occur in planes just 
as injection experiments and anatomical prepa- 
rations show that the smaller branches of the 
coronary vessels run in planes. Large wedge- 
shaped infarcts involving the whole thickness 
of the heart (more than one muscle group) 
will occur only when a main coronary artery 
is occluded. 

The incidence of cardiac rupture seems to 
be increased if activity is continued following 
acute infarction. Of 22 cases of myocardial in- 
farction examined at autopsy Jetter and 
White’? found that 16 were associated with 
cardiac rupture (73 per cent). These findings 
suggest that continued activity following un- 
recognized infarction, increased the frequency 
of rupture. Edmondson and Hoxie' found that 
persistent hypertension after infarction in- 
creased the frequency of rupture approximate- 
ly three times as compared with hypotension 
or normal tension after infarction. There ap- 
pears to be no reported increase in incidence 
of rupture in patients with myocardial in- 


farction who are allowed early bedside chair 
privileges. Also there is no reported increase 
in incidence of rupture in patients receiving 
anticoagulants following infarction. Dogs 
given Dicumerol after experimental coronary 
occlusion and infarction showed no increase 
in incidence and magnitude of hemorrhagic 
extravasations.'$ 

Emotional strain and congestive heart fail- 
ure have also been implicated as factors.? 

Summary 

Cardiac rupture following acute myocardial 
infarction has an incidence of about 9 per 
cent. Rupture occurs most frequently within 
the first week. Factors which have an influence 
on the incidence are: (1) the size and location 
of the infarction; (2) the plane in which the 
initial myocardial tearing took place; and (3) 
factors associated with an increase in cardiac 
work such as hypertension, physical and 
emotional strain, and congestive heart failure. 

Although death usually occurs within a few 
minutes due to or associated with cardiac 
tamponade, the case described apparently 
ruptured on the second day and again on the 
eleventh day following an acute antero- 
lateral infarction. 
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THE OBSTETRICIAN’S RESPONSIBILITY 
IN PERINATAL SURVIVAL 


J. Decuerp Guess, M. D. 
Greenville, S. C. 


to be able to hand over to the skilled and 

interested pediatrician all premature, de- 
fective, and damaged babies as soon as they 
are born. However, when he does so, he has 
not absolved himself of responsibility for the 
past, the immediate, or the future condition of 
the baby. It well may be that the pediatrician 
will be able to undo damage done by the ob- 
stetrician by reason of his lack of care or skill 
during pregnancy or labor. It may be that his 
task will be to maintain life and establish 
health in connection with conditions for 
which no one can be blamed. 

It is my purpose in this paper to discuss 
briefly the extent of the responsibility of the 
obstetrician in attempting to assure not only 
survival but normally healthy survival of the 
infant during pregnancy, labor, and the early 
neonatal period. 

In 1957, there occurred 63,375 live births 
in South Carolina. The ratio of white to 
colored births was roughly 4 to 3. No further 
differentiation by color will be made in this 
study, although it is a well recognized fact 
that there are important differences in peri- 
natal and infant mortality in the white and 
colored races. These differences are not 
characteristically racial. They are dependent 
in the main on economic, educational, and en- 
vironmental factors. 

Vital statistics dealing with obstetrics and 
newborn infants are related to 1000 live births. 
That is a convenient and easily ascertained 
base. However, it does not allow portrayal of 
the whole statistical picture because it ex- 
cludes from the statistical base those preg- 
nancies which end with stillbirth and those 
which terminate by early abortion. In my dis- 
cussion of the accompanying tables, I shall try 
to relate the several incidences mentioned to 
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the total number of obstetrical deliveries tabu- 
lated. 

There were 64,683 births reported in South 
Carolina in 1957, Of these, 1,308 were still- 
births. Stillbirths made up approximately two 
per cent of all births. (Table 1) 


TABLE I 
SOUTH CAROLINA — 1957 

Live births, total 63,375 
Stillbirths (after 20 wks. gestation ) 1,308 
(Rate 206 per 1000 live births) —_—— 
Total births 64,683 

Premature live births (after 20 wks. 
gestation ) 5,290 


(Rate 83.5 per 1000 live births) 


Slightly more than eight per cent of all live 
births resulted in premature babies. Fortu- 
nately, the total mortality in this group of 
premature babies was only 399 or a bit more 
than seven per cent. That figure reflects our 
improved facilities and the improved skill of 
our pediatricians. It reflects no glory on the 
obstetrician. 

Table II suggests the extent of infant 
wastage. There were 64,683 births. Of these 
babies born, 1,308 were already dead at birth. 
Two thousand and one of those born alive did 
not survive their first year of life. There are 
no available statistics indicating how many of 
these live born babies died within a few 
moments or a few hours after birth. 


TABLE II 
SOUTH CAROLINA — 1957 
Live births, total 63,375 
Infants, born alive but dead within 1 yr. 2,001 
(Rate 31.6 per 1000 live births) 
Stillbirths (after 20 wks. gestation ) 1,308 
Abortions (prior to 20th wk. gestation ) ? 


Dr. Fred Adair has so aptly said: “Many so 
called live births are removed from dead 
births by very slight evidence, such as the 
twitching of a muscle or a questionable heart 
beat. Many of these infants never had a chance 
of survival . . . Beginnings of life are too often 
associated with the endings of life.” 

There is no way of even approximating the 
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extent of gestational wastage by abortion. A 
glance at tables three and four will give some 
suggestion as to the probable extent of early 
postnatal death. 

In table III are listed those deaths which 
were probably more or less preventable. If 
preventable, the prevention was the obstetri- 
cian’s responsibility. They were more or less 
under obstetric control, and each infant lost 
from causes tabulated in this table was an ob- 
stetric failure. 


TABLE III 


SOUTH CAROLINA — 1957 
PREVENTABLE INFANT DEATHS 


Prematurity, unqualified 371 
Prematurity with subsidiary condition 28 
Birth injuries 144 
Postnatal asphyxia & atelectasis 226 
Maternal toxemia 14 


No effort should be made to balance the 
number of deaths listed in these tables with 
the total number of deaths. There is consider- 
able and unassessable overlapping and dupli- 
cation in the several categories. 

Of the causes listed in this table, one may 
postulate with reasonable assurance that most, 
if not all, of these babies died within a few 
hours after birth. 

The deaths tabulated in table IV were 
probably not preventable. 

The monstrosities and those babies with con- 
genital deformities not compatible with life 
may have died very promptly. Many of them 
probably lived beyond the limits of the peri- 
natal period. These deaths from deformities 
must be classified as unavoidable. 


TABLE IV 


SOUTH CAROLINA — 1957 
PROBABLY NOT PREVENTABLE INFANT 
DEATHS 


Monstrosity & other congenital malformations 190 
Hemolytic & hemorrhagic diseases 37 
Tll defined diseases 79 
Pneumonia, diarrhea & other sepsis 92 


The deaths from ill defined diseases is a 
group which defies further breakdown. It is 
possible that some conditions included should 
have been placed in another more definite 
category. 

The deaths from pneumonias, diarrheas, and 
other infections may have occurred at any time 
within the first year of life. They may have 
been present at birth or they may have been 
contracted very soon after birth. 
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Congenital pneumonia is a frequent com- 
plication of prolonged labor, or labor with a 
long lapse of time between rupture of the 
membranes and birth, Although it may be true 
that broad spectrum antibiotics do not pass the 
placental barrier in significant amounts, I be- 
lieve they should be begun when the mem- 
branes have ruptured and delivery is not im- 
minent. 

If any of the diseases listed in this table be 
intra-partum, the obstetrician must accept the 
responsibility for the resulting death. 

The two most important dyscrasias of new- 
born infants are erythroblastosis and hem- 
orrhagic disease. Little, if anything, can be 
done to prevent them. Much can be done to 
prevent babies from dying because of them. 
Complete exchange transfusions, repeated one 
or more times if necessary, cure erythroblasto- 
sis. Its need must be recognized early. It is the 
obstetrician’s obligation to recognize the prob- 
ability of the condition and to check the baby 
by the laboratory examination of cord blood. 
It is his responsibility to be prepared to begin 
an exchange transfusion promptly, or to have 
forewarned a pediatrician, so that he will be 
so prepared. The need for titer checks on Rh 
negative, pregnant women has been over- 
emphasized, and such checks are of little 
value. They are of no practical value in other 
blood group sensitizations. 

Although the routine administration of vita- 
min K to the mother early in labor and to the 
baby shortly after birth has been said to be 
of little value, Dr. Edith Potter believes that 
it should be given, and so do I. 

Dr, Potter has stated that inadequate or ab- 
normal pulmonary ventilation of the lungs is 
most often responsible for early infant death. 
In previable babies, it accounts for nearly all 
deaths. The development of hyaline mem- 
brane, causing as it does atelectasis by re- 
sorption, is responsible for most of the deaths 
of viable babies. 

The principal causes of perinatal deaths are 
injury at birth, immaturity, congenital mal- 
formations, and respiratory complications. Of 
these, only congenital malformations are not 
preventable theoretically. 

Malformations are the result of inheritance 
or of environmental conditions existing in 
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early uterine life. The role of maternal nutri- 
tion in causing or in preventing infant mal- 
formations is presently receiving considerable 
consideration. The possible role of viral in- 
fections in the mother during the first trim- 
ester has come into prominence within the 
last few years. 

Dr. Potter has stressed that anoxia may 
affect the baby before birth, even causing its 
intra-uterine death. Prenatal causes of anoxia 
are cord prolapse, or compression, prolonged 
tetanic contraction of the uterus, premature 
separation of the placenta and placenta pre- 
via. After birth, the principal cause of anoxia 
is excessive maternal sedation, amnesia, or 
anesthesia during labor. Any sedation or anes- 
thesia may be excessive in premature labors. 

The most frequent type of deadly birth in- 
jury is laceration of large intracranial vessels. 
It may result from abnormal position, cephalo- 
pelvic disproportion, excessive application of 
the forces of labor, either spontaneously or 
more often as the result of pitocin stimulation, 
or unskillful manipulation or use of instru- 
ments, especially incorrectly applied forceps. 

Internal podalic version and extraction is 
not done so quickly and with so little skill now 
as it was only a few years ago. It is the most 
dangerous of all the manipulative forms of 
delivery. The dangers are to both mother and 
child. In a Chicago Board of Health study 
covering 14 years and almost 900,000 births, 
the mortality rate in cases of podalic version 
and extraction was fifteen times that of de- 
livery by low forceps and four and one-half 
times that of delivery by cesarean section. 

The greatest hazard to the newborn is pre- 
maturity. Almost one-half of all neonatal 
deaths are associated with, although possibly 
not primarily caused by, prematurity. It, of 
itself, is probably not a valid cause of death 
except in previable babies. Dr. Fred Adair 
some years ago suggested that the term pre- 
viable be used to designate those infants in 
whom the prematurity or immaturity was a 
valid cause of death. 

What is prematurity? Actually there is no 
way to measure accurately the degree of phy- 
sical development of a baby. An estimated 
period of gestation is at most only an estimate. 
Length was at one time believed to be the 
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best indicator. Most of us are inclined to rely 
on the birth weight. Its limits, however, are 
wide. Mature infants may weigh as little as 
5-1/2 pounds (2,500 gm.) or they may weigh 
as much as 10 pounds (4,000 gm.). Most 
babies who weigh as little as 3-1/2 pounds are 
premature. Some babies weighing 10 pounds 
are postmature. 

Births which occur less than seven months 
after the first day of the last accurately recog- 
nized and recorded menses may be considered 
premature. Six and one-half months is, per- 
haps, an acceptable marginal period of gesta- 
tion between non-viability and viability. These 
opinions are those of Adair. He states that 
actually about 10 per cent of immature babies 
weighing 2-1/2 pounds survive, if they receive 
excellent care. That weight would correspond 
with a gestational period of about six months. 
He defined excellent care as the avoidance of 
all factors arising during pregnancy, labor and 
the immediate postnatal period which would 
tend to be a handicap to survival. The prin- 
cipal factors referred to are trauma, respiratory 
interference, thermal, circulatory, nutritional, 
infections, and the blood dyscrasias. This is a 
formidable group and their control lies rightly 
within the province of the obstetrician until 
after respiration is established and the lungs 
have begun to expand, 

All attempts to control maternal complica- 
tions of pregnancy and labor tend to improve 
the prognosis of the fetus. In a series of cases 
reported by E. S. Taylor, one-third of the 
mothers had complications of pregnancy or 
labor, and that group provided two-thirds of 
the infant deaths from prematurity. This sug- 
gests that prevention and proper handling of 
the complications of pregnancy will produce 
the best immediate results in premature pre- 
vention and survival. 

Prolonged labor increases perinatal mortal- 
ity. Early recognition of primary uterine in- 
ertia, active supportive treatment by rest and 
fluids, and, after rest, judicious use of pitocin 
are the indicated measures. 

General anesthesia of only a few minutes 
given near the end of the second stage of labor 
is damaging at times to full term babies. It is 
always hazardous to premature babies. 

It is a wise rule to avoid general anesthesia, 
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respiratory depressant narcotics, amnesic and 
tranquilizing drugs in prematurity, toxemia, 
antenatal and intranatal hemorrhage and dif_i- 
cult deliveries. Regional anesthesia, saddle 
block or pudendal block are far safer. 

Bartholomew and his associates have re- 
cently reported their observations in regard 
to the relationship between rupture of the 
marginal placental sinus and the onset of pre- 
mature labor. They have found that the. most 
frequent cause of premature labor is spon- 
taneous rupture of the membranes. In their 
experience, the second most frequent cause 
has been rupture of the marginal sinus in a 
normally implanted placenta. Labor follows 
virtually all cases of ruptured membranes and 
over one-half the cases of ruptured marginal 
sinus. The report sums up their experience by 
stating that there is no logical means available 
to prevent either of these accidents or the en- 
suing labors. 

Since the greatest hazard any baby has to 
face is prematurity; since all of the dangers 
and difficulties in converting from an intra- 
uterine vegetative existence to one highly 
active and requiring many adaptations, are 
increased so greatly by relatively minor im- 


maturity; and since every effort to maintain 
the mother throughout her pregnancy in the 
highest degree of good health is a safeguard 
against this hazard, it is obligatory on every- 
one who cares for expectant mothers to be ever 
on his guard to detect and attempt to correct 
the first deviation from a state of normal 
health. 

The increased and increasing birth rate, 
overcrowded and understaffed obstetrical hos- 
pital facilities, with increasing dangers, in- 
creasing hospital costs, increasing patient 
loads of doctors, all suggest a need for more 
and not less home deliveries, or, as a substi- 
tute, hospital or clinic deliveries with home 
postpartum care. Early ambulation fits in with 
such a program, as do home washing machines, 
diaper service, and compact homes with cen- 
tral heat and indoor plumbing. The disturbing 
incidence of resistant staphylococcic infections 
brings to mind to many older obstetricians the 
constant warning of Joseph B. DeLee, that 
great obstetrical pioneer and teacher, against 
the unavoidable dangers of obstetrical de- 
livery in general hospitals. Perhaps, the trend 
toward universal hospital delivery is going 
too far, too fast. a 


Suppression of the Frequently-occurring Derma- 
toses by Short-term Therapy With a Modified Corti- 4 
costeroid, Triamcinolone (Kenacort), by J. R. Al- 
lison and J. R. Allison, Jr. (Columbia) Monogr. on 
Therap. 3:99 (Oct. 1958) 

Triamcinolone (Kenacort) a modified corticos- 
teroid, was demonstrated to be an effective oral a 
medication for the suppression of active episodes of ‘ 
the frequently occurring acute and chronic derma- 
toses in a series of 50 patients. A good to excellent 
response was achieved in 29 of 31 patients with 
acute dermatitis and 18 of 19 patients treated for 
acute flare-ups of chronic skin disorders. Even in 
chronic dermatoses, by employing short term therapy 
of this kind, and re-instituting medication to control 
subsequent relapses adverse reactions were largely 
avoided. As in all therapy with the corticosteroids, 
certain precautions must be undertaken, but it is felt 
that triamcinolone when administered judicially is a 
valuable medication which can be employed with 
minimal hazard in dermatological practice. fy 

J. Richard Allison, Jr., M. D. 
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MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Rudimentary Right Ventricle 
Dace Groom, M. D. 


Case Record—Autopsy examination of the heart of 
a 13 year old boy who died a few hours after cardiac 
surgery revealed the following unusual constellation 
of congenital defects, perhaps best summarized as 
“rudimentary right ventricle.” Beneath a small but 
otherwise normal tricuspid valve was a tiny thick- 
walled right ventricular chamber of less than one- 
fifth average size. The pulmonary artery and conus 
were also small and the pulmonic valve appeared to 
be atretic though a minute orifice was demonstrable. 
There was moderate hypertrophy of the left ven- 
tricle, marked enlargement of the right atrium and 
its auricular appendage, and free communication be- 
tween the right and left atria through a patent fora- 
men ovale. A tiny slit-like perforation in the muscular 
portion of the interventricular septum barely ad- 
mitted a probe. From an operation done eight years 
previously there remained a subclavian-pulmonary 
artery anastomosis of questionable patency. 

The child’s clinical course had been characterized 
by progressive cyanosis since infancy, dyspnea, club- 
bing of the fingers and toes, a decreasing exercise 
tolerance, frequent attacks of syncope, and a mount- 
ing polycythemia with the hematocrit exceeding 80 
vol. percent and hemoglobin 28 grams/100 ml. Some 
improvement had been maintained for several years 
following creation of the artificial ductus arteriosus 
but the disappearance of its continuous murmur and 
subsequent deepening of cyanosis had indicated loss 
of function of the shunt. 

This electrocardiogram recorded at age 10 is 

representative of several made before and after his 
first operation. 
Electrocardiogram—Both atrial and ventricular com- 
plexes are abnormal. The P waves of lead II are 
extremely tall and peaked—nearly 6 mm. in height— 
though they are not excessively wide. QRS de- 
flections are almost entirely positive (upright) in 
lead I and negative in lead III, indicating left axis 
deviation which is distinctly abnormal at age 10. 
Their combined amplitude of more than 30 mm. in 
these leads and their width of 0.10 sec. suggests 
actual hypertrophy of the left ventricle. 

The P-R interval of 0.22 sec. is slightly prolonged, 
particularly for a heart rate of 95 in a child, for 
whom 0.16 would be about the upper limit of normal. 
Discussion—Early and accurate diagnosis of con- 
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genital cardiovascular anomalies is assuming new 
importance with the rapid development of surgical 
procedures for their correction. In this the electro- 
cardiogram may be of great value, or of no value at 
all, or occasionally even misleading. More often it 
provides corroborative evidence for or against an 
anatomic diagnosis arrived at by other methods of 
examination. 

Aside from dextrocardia in which the ECG might 
be considered pathognomonic, there are no electrical 
abnormalities specific for any congenital anomaly. 
The electrocardiogram makes its major contribution 
by reflecting which chamber of the heart is over- 
loaded by the increased burden of work, as for ex- 
ample, the right ventricle in pulmonic stenosis or the 
left in coarctation or subaortic stenosis. It may also 
contribute to the diagnosis by disclosing abnormali- 
ties of conduction such as congenital right bundle 
branch block or atrial fibrillation, frequently asso- 
ciated with defects of the atrial septum, or the com- 
plete A-V block sometimes encountered in ventricu- 
lar septal defects. Rarely it may provide the major 
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diagnostic evidence by displaying changes similar to 
those of myocardial ischemia or infarction in cases 
of congenital anomalies of the coronary arteries. 
Following cardiac surgery, serial electrocardiograms 
can be of considerable value in evaluating the net 
results on the heart. 

There is an old maxim in cardiology to the effect 
that left axis deviation in a child with cyanosis be- 
speaks tricuspid atresia. This is perhaps more clini- 
cally useful than accurate, for now it is known that 
transposition of the great vessels, very large septal 
defects of the “single ventricle” type, fibroelastosis of 
the left side of the heart and other anomalies can 
produce the same combination of signs. The autopsy 
findings in this patient’s case provide still another 
exception to the rule. In support of it, however, are 
the facts that left axis deviation is exceedingly rare 
in childhood, that most congenital cardiac anomalies 
impose their burden on the right ventricle, and that 
those which do lead directly to left ventricular hyper- 
trophy, (e.g., subaortic stenosis, coarctation of the 
aorta, or, rarely, patent ductus arteriosus), all belong 
to the acyanotic group. 

But any failure of development of the right ven- 
tricle, from whatever cause, could be expected to 
shift the axis of the ventricular potentials toward 
the left, whether left ventricular hypertrophy is 
present or not. Here the right ventricle was rudi- 
mentary and presumably non-functional because its 
outflow tract was occluded, producing the same net 
result as tricuspid atresia in which an imperforate 
valve prevents the inflow of blood. In both ano- 
malies the flow is from right to left atrium through 
a patent foramen ovale or other defect in the septum 
Hypertrophy of the right atrium is characteristic of 
such atrial septal defects and is typified in the tall 
peaked T waves which may reach huge proportions. 

Congenital cardiac anomalies notoriously give rise 
to the most extreme degrees of hypertrophy, electro- 
cardiographically as well as anatomically, probably 
because the abnormality of circulation is present 
from the outset and during the years of rapid growth. 
The myriad of gradations and combinations in which 
they occur demand the utmost in diagnostic re- 
sources for this approximately two percent of cardiac 
patients. 


PATHOLOGICAL CONFERENCE 
(Abstract #896, Path. #59-16) 


Dr. F. M. Ball, Conducting 

Dr. M. P. Moore, Pathologist 

PRESENT ILLNESS: At 9:00 P. M. January 7, a 
physician was called to the home of a 61 year old 
white man because of complaint of abdominal pain 
at 2:00 P. M. the patient was working at his usual 
job of supervisor at the airbase and ate a sandwich. 
Shortly thereafter, there was a feeling of fullness, 
upper abdominal discomfort and mild nausea. He 
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finished his day’s work but symptoms became in- 
creasingly worse. The doctor found no definite phy- 
sical findings; only complaint of vague abdominal 
pain. A dose of paregoric was given. At 12:00 P. M. 
the patient got up to vomit and fainted. The doctor 
called again and found the patient cyanotic, with 
moist clammy skin, a pulse of 40 and blood pressure 
of 80/0 mm. Hg. In the Trendelenberg position there 
was no change in blood pressure. The patient was 
given mephentermine sulfate (Wyamine) and was ad- 
mitted to St. Francis Hospital at 1:00 A. M., January 
8. 

PAST HISTORY: The patient was known to be 
allergic to penicillin and was an alcoholic. His pulse 
was 56, blood pressure 138/80, temperature 97.6°. 
Aspects: Lethargic, with dyspnea and indication of 
abdominal pain. He was sweating and had slight 
cyanosis. There was sinus bradycardia, no murmurs, 
occasional premature ventricular contractions, no 
cardiomegaly. 

HOSPITAL COURSE: On January 8 at 1:15 A. M. 
an electrocardiogram was made. The patient was given 
morphine sulphate, 1/6 grain and 02. He vomited 
clear fluid after being given acenocoumarin (Sintrom). 
At 3:00 A. M. he was complaining of pain in the 
right upper quadrant of the abdomen and the right 
side of the chest. Blood pressure was 92/60. He was 
given Wyamine followed by a rise in blood pressure. 
He continued to receive morphine for pain. At 8:30 
A. M. he vomited dark colored fluid. At 10:30 A. M. 
he had a mouthful of bright red streaked mucus. He 
was started on Na Heparin 100 mg. and 75 mg. t.i.d. 
For the rest of the day the patient had frequent ab- 
dominal pain. He was begun on chloramphenicol, 
prochlorperazine (Compazine) and fluids by vein. 
January 9 at 12:00 P. M. Surgical consult: generalized 
abdominal muscle guarding without rigidity, no 
masses, generalized tenderness, more marked in right 
lower quadrant. Very little peristalsis. The patient 
was dyspneic, cyanotic with generalized wheezes. 
Blood pressure 92/70. Wyamine was given. Tempera- 
ture 102.8°. 2:00 A. M. blood pressure was 60/?. 
1000 ml. 5% dextrose with one ampoule of Levophed 
(levarterenol) was given. Blood pressure rose to 
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120/80. At 6:45 A. M. the patient had “coffee- 
ground” vomitus. At 7:00 A. M. 1000 ml. 5% dex- 
trose with Levophed was given but blood pressure 
fell to unobtainable levels. The patient had projectile 
vomiting of bile-like material followed by “coffee 
ground” liquid. Cedilanid (deslanocide) was given in 
the vein at 3:30 P. M. There was no demonstrable 
pulse or blood pressure. He was given 1000 ml. of 
5% dextrose with 4 ampoules of Levophed. At 4:00 
P. M. blood pressure was 130/? and temperature 
105.6°. Dark brown material vomited. At 6:00 P. M. 
1000 ml. 5% dextrose with 4 ampoules of Levophed 
were given. Temperature was 106.8°. At 7:30 P. M. 
1000 ml. 5% dextrose with 4 ampoules of Levophed 
and erythromycin 500 mg. were given. At 9:30 P. M. 
there was no pulse, no blood pressure, respiration 30, 
temperature 106.4°F. Condition unchanged. He be- 
gan having lapses in respiration, developing into 
Cheyne-Stokes, and respiration ceased at 1:40 A. M. 
January 10. 

LAB. DATA: January 8, Hemog. 18 grams/100 ml. 
RBC 6.20 mil. cu. mm., WBC 18,600; 86% 
polymorphonuclears (15% N. F.) 14% Lym- 
phocytes. 

Urinalysis not obtained. 

1:00 A. M. Serum transaminase 110. 

1:00 A. M. Prothrombin 100%. 

9:00 A. M. Clotting time (LW) 7 min. 

9:00 A.M. Prothrombin 93%. 

9:00 A. M. Serum transaminase—over 250. 

3:00 P.M. Clotting time (LW) 9 mins. 

Serum amylase—64 units. 

January 9 

9:00 A. M. Clotting time (L W)—16 mins. 

Dr. Ball: Mr. LaBorde, Will you give us your 
interpretation of what happened in this case? 

Mr. LaBorde: The outstanding symptom in this 
case is abdominal pain. There is a state of shock with 
a fall in blood pressure. These changes fit a heart 
attack and I think this patient has had a coronary 
thrombosis, but I do not believe that this is his only 
disease. After his hospital admission his physical 
signs cleared up but the abdominal symptoms con- 
tinued. I think the abdominal picture is separate 
from the cardiac one. It is noted that he had hema- 
temesis and the causes of this would have to be con- 
sidered. The first is that he may have a peptic ulcer 
possibly precipitated by his coronary thrombosis. 
Secondly, it may be the result of mesenteric thrombo- 
sis. In fact, I think this latter is a good possibility, 
since his abdominal pain was the chief symptom. 
Other possibilities would include an aneurysm of the 
aorta, especially a dissecting aneurysm. One must 
also think of acute pancreatitis. However, there is no 
left upper quadrant pain and the amylase determina- 
tion is not very high. The latter may not be of too 
much importance since the maximum elevation of 
amylase frequently does not occur until 48 or 72 
hours after the attack has passed. Pulmonary em- 


bolism should also be considered, but, if this had 


occurred, I think the lung findings should have been 
more pronounced. There is the possibility, of course, 
that this patient could have had thromboses in more 
than one place. The erythrocyte count is elevated, 
even after the patient had been given fluids, and this 
makes one think of polycythemia. In this condition 
one also could have a coronary and mesenteric 
thrombosis. 

Dr. Ball: In your statement about abdominal pain 
did you say that you thought the patient had a 
mesenteric thrombosis? 

Mr. LaBorde: It is a safe assumption that he had 
a myocardial infarction and I think the mesenteric 
occlusion is more likely due to thrombosis than em- 
bolism from a mural thrombus within the heart. 

Dr. Ball: Your first diagnosis is myocardial in- 
farction and second, mesenteric thrombosis. Are there 
any other acute abdominal conditions that could 
cause his symptoms and signs? 

Mr. LaBorde: I thought of the possibility of hepa- 
tic coma. Changes in the liver might have caused 
these findings. In view of the alcoholic history, cir- 
rhosis is a possibility but if this condition is present 
I would think that the prothrombin time would be 
decreased and that there would be more tachycardia. 

Dr. Ball: Do you think that this patient could have 
had appendicitis? Why was he not operated upon? 

Mr. LaBoide: It is possikle that tne patient could 
have appendicitis but, since he was not operated 
upon, I did not consider it too seriousiy. He was, 
however, a very sick man. 

Dr. Ball: When did the intestinal infarction occur, 
at work or when he fainted? 

Mr. LaBorde: I think the coronary occlusion oc- 
curred when the patient ate his sandwich at work 
but I think the mesenteric occlusion occurred later 
when he vomited and fainted. 

Dr. Ball: What about the transaminase levels? 

Mr. LaBorde: These are high and would make you 
think that the infarction occurred earlier. 

Dr. Ball: Does mesenteric embolization fit with 
the diagnosis of myocardial infarction? 

Mr. LaBorde: It is much more likely that the con- 
dition was thrombosis rather than embolism because, 
although I think he had his myocardial infarct first, 
mural thrombosis as a site from which embolization 
might occur takes at least 48 hours to develop and 
the patient did not live this long. 

Dr. Ball: Lets take a look at the ECG. You see 
that the T waves are inverted in leads II and III. 
There is ST depression in the V leads and there is a 
variation in the PR interval as well as a prolongation 
of this interval. These changes confirm the diagnosis 
of a posterior myocardial infarct. 

Dr. Ball: Thank you, Mr. LaBorde. Student Pen- 
nell, what do you think of the possibility of ap- 
pendicitis in this case? 

Mr. Pennell: I think it is a possibility since the 
patient showed muscle guarding and complained of 
right lower quadrant pain. However, I think the 
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abdominal symptoms and signs would have been 
more progressive if this were the situation, particular- 
ly if appendicitis was responsible for the severe 
shock. 

Dr. Ball: Does the alcoholic history in this case 
appear to be of particular significance? 


Mr. Pennell: With this history one would think 
more of acute pancreatitis and the possibility of 
peptic ulcer as a cause for his abdominal pain. How- 
ever, again, I think if these conditions were present 
there would have been more of a progression of his 
abdominal symptoms. I am not so much in favor 
of pancreatitis because the amylase peak may be 
reached in 12 to 24 hours and his level is not very 
high. His red count and hemoglobin are increased 
but this could be on the basis of hemoconcentration, 
secondary to vomiting. Was the patient sick at all 
before the time given in the protocol? 

Dr. Ball: The patient had no symptoms of illness 
before 2:00 P. M. of the day of admission. 

Mr. Pennell: He may have had a small occlusion 
previous to this, a sort of “silent coronary”. This may 
have progressed to give him his symptoms and signs 
at the time they appeared. 

Dr. Ball: Thank you very much. Would any of the 
staff like to discuss the case? 

Dr. John Buse: This has been a nicely discussed 
case and one typical of a myocardial infarction. I do 
not think the patient hada perforation of any viscus 
but I do think that he had infarction of his bowel 
before he had the coronary occlusion. 

Dr. Kelley McKee: The abdominal complaints were 
major and certainly may have been first with cor- 
onary occlusion and myocardial infarction later. 

Dr. Ball: At the time, I thought he had his cor- 
onary thrombosis when he fainted. I was very con- 
cerned over the abdominal pain being possibly due 
to appendicitis and consultation with a surgeon was 
secured. He agreed with my diagnosis but, in view 
of his heart condition, could not operate and there- 
fore this is the reason the patient was given large 
doses of antibiotics. Now we will hear what the 
pathologist has to say. 

Dr. Moore: The case today has been nicely dis- 
cussed and it is one of both coronary thrombosis and 
myocardial infarction as well as mesenteric throrabo- 
sis and infarction of the bowel. From the patho- 
logical standpoint, I am afraid it is going to be im- 
possible to say which came first. However, for the 
sake of discussion let’s assume that the coronary 
thrombosis and myocardial infarction did occur first 
and, since prognosis in acute myocardial infarction 
depends on the size of the infarcted area as well as 
by whether or not certain complications develop, we 
would like to discuss the case from this standpoint. 

About 80% of patients recover from their first 
myocardial infarction and 50% of these return to a 
gainful occupation. In fact one set of statistics points 
out that from the time a patient first has angina or 
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myocardial infarction there is a remaining life span 
of eight to ten years before death. 

The principal complications of myocardial in- 
farction are shock, congestive heart failure, ab- 
normalities in rhythm, thromboembolism, rupture of 
the ventricle, perforation of the interventricular 
septum and rupture of the papillary muscles. Of 
these, two were present in the case under discussion 
today. 

The first of these is shock. This occurs in from 15 
to 50% of patients with myocardial infarction. When 
it occurs the mortality is 75% to 90% of cases com- 
pared to a death rate due to all causes in myocardial 
infarction of only 20% to 25%. 

The second complication present was thrombosis 
and these phenomena complicate convalesence in 
35% of cases of myocardial infarction. They may 
occur within the heart by an extension of the original 
clot and an increase in the amount of infarction, by 
a new occlusion in a separate vessel with a separate 
infarct or by the development of mural thrombi 
which occurs in 50% of necropsy cases. It is of value 
to note here I think that these mural thrombi in the 
heart are almost always in the left ventricle. 

Extra-cardiac embolic phenomena are due to in- 
creased coagulability of the blood, decrease in blood 
pressure and the decreased velocity of blood flow. 
The usual location for such phenomena are the lungs, 
kidneys, aorta, brain, spleen, liver and adrenal 
glands. 

In the case under discussion there was an acute 
thrombus in the midportion of the circumflex branch 
of the left coronary artery with infarction of almost 
the entire posterior wall of the left ventricle. This 
was characterized by the ventricular wall being soft 
te palpation and, upon section, quite distinctly yellow 
due, as you know, to leukocytic infiltration into the 
necrotic area. This would indicate that the infarction 
was at least of 12 to 24 hours duration. The superior 
mesenteric artery showed a large plaque at its origin 
and its lumen was completely filled by an acute 
thrombus. The result of this was reddening and dis- 
coloration of the distal two thirds of the small in- 
testine and the proximal one-half of the large ins 
testine. Upon opening the intestine the wall was 
quite red and its lumen contained a moderate amount 
of blood. 

In addition there was a wedge shaped infarct of 
the spleen and kidney. No specific thrombi could be 
identified in these regions because undoubtedly the 
vessels involved were comparatively small. 

Another area of thrombosis involved a medium 
sized artery of the brain in the region of the cortex 
of the left parietal lobe. The result of this was a 
4 x 3 cm. area of hemorrhagic necrotic cerebral 
tissue. 

(Slides of the heart, spleen, kidney and brain are 
shown to illustrate the changes described. ) 

In summary, then, we have presented a case of 
coronary thrombosis with myocardial infarction and 
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the development of shock as well as multiple 
thromboses and infarction in other organs. As we 
started out by saying, it is perfectly possible that the 
mesenteric thrombosis with the infarction of the 
bowel could have been the initiating factor for this 


series of events but we cannot be certain of this 
pathologically. In either case, the development of 
shock with thromboses in the other viscera could 
have followed and the resulting picture would be the 


same. 


VERITAS 


The daily pursuit of scientific research has much in 
common with the wearing of bifocal glasses. The pur- 
pose in each case is to learn as much as _ possible 
about some aspect of the world surrounding us, to 
get the most accurate and precise set of ideas which 
can be obtained. These are beautiful objectives and 
easily stated. The pursuit of the objectives, however, 
goes rather jerkily by a process of getting an idea and 
keeping it until some set of experiences proves that it 
is wrong. One jumps at a conclusion and hangs on 
until he is shaken off, something like catching a ride 
on the back end of a fast-moving delivery truck. 

Those who have taken up the study of the world 
through bifocal glasses are entirely familiar with this 
set of processes. Everyone has had the experience of 
looking for the salt at table; it’s not within the view 
of the lower lens, or the upper lens; the scientific 
‘mystery lies just beyond that part of the lens system 
through which you can’t see anything. Many have had 
the experience of pushing a cuff of the best Sunday 
suit into the soup, while graciously passing something 
to the guest of honor. A few may even admit to having 
buttered their vanilla ice-cream with mustard; al- 
though this takes a bit of absentmindedness, in ad- 
dition to plain bifocal difficulty. 

However, the most esoteric forms of misinterpreta- 
tion of the obvious can only be carried out in a 
serious institution of higher learning which directs its 
full powers to research and teaching, such as a de- 
partment of anatomy in a medical school. The other 
day I was helping give the final examinations on the 
structure of the human arm to a group of freshman 
medical students. Each brought the arm of the human 
cadaver which he had dissected along with him, to 
demonstrate to me that he had separated each and 
every part from the others, and could identify each 
part, and knew where these parts are to be found 
when, as a surgeon, he works on the whole living 
arm. This kind of examination is emotionally dis- 
turbing under the best of circumstances; it is not 
comforting to have somebody else’s partially dissected 
arm under your care or within your field of vision. 
Students, not quite ready for the examination, tend 
to be worried and a little frightened. After all, every- 
body knows the Professor is a fiend. 

I began the examination rather gently, slowly asking 
a few simple questions. I had a pretty good student, 
too. But as the questioning went on and became a 
little more difficult, I noticed his hair raising slowly, 


his face flush, and his pupils dilate a bit, all evi. 
dences of progressively intense fear. I looked through 
the top of my bifocals and saw the tips of his ears 
redden and his pupils dilate a little more. (This lad 
obviously needs a little reassurance.) I asked him to 
show me one of the deeper structures of the forearm, 
the volar interosseous nerve (easily found), at which 
he blanched sharply. I took the hand of his specimen 
in mine and turned it so as to make it easy for him 
to demonstrate the requested structure. To my sur- 
prise, he had not dissected that far. In fact, he had 
not even begun his dissection, in any manner whatso- 
ever! Time to teach these boys a lesson! So, selecting 
a scalpel and a few retractors, I made a midline in- 
cision down the volar surface of the forearm, laid 
back the skin, slit through the superficial fascia, 
opened the deep fascia, and laid back the adjacent 
muscles—a truly magnificent dissection. A few quick 
moves with the probes, and the nerves, muscles, and 
larger blood vessels were all opened to detailed ob- 
servation. A half-dozen students had come up to see 
the Master at work. There was a hushed silence. I 
looked around the group, each was intently interested. 
They watched, fascinated, all with pupils dilated. As 
I began the description of the structures visible 
through the lower portion of my bifocals, I noticed an 
accumulation of blood in the deeper parts of the dis- 
section. (Most unusual in a cadaver!) I mopped it 
a few times but the bleeding continued. I looked up 
at the student’s face, which was now turning fairly 
white, and suddenly realized that this expertly done 
demonstration-dissection had been carried out on the 
living forearm of one of our best future surgeons. 
Well, the chief of the surgery department came over, 
stitched up the dissection and saved the student's 
life, prescribing a pint of penicillin and two ounces 
of antitetanus serum to be taken in a quart of Guin- 
ness Stout, hourly. 

That just goes to show you what bifocals and mis- 
directed attention can lead a properly absent-minded 
professor into. : 

Truth, of course, can only be obtained by the 
acquisition of satisfactory ideas which are discarded 
when proved wrong. A happier experience in the re- 
search laboratory provides further illustration. 

We were doing investigations to determine exactly 
how severe thermal burns and scalds damage the 
human body. The experiments were being carried out 
under the combined auspices of the military branches 
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of our Government. As you know, the Military take 
great pride in their ability to broil or bake an un- 
anesthetized young man concealed within a concrete 
pillbox or a gun turret on a tank or battleship. Their 
best efforts are carried out on youths who speak only 
foreign languages whose cries of pain and despair 
need never be listened to. We, as medical investiga- 
tors, must find out exactly how burning human tissues 
(whether blazing, or smoldering like a forgotten 
roast ), alter the normal healthy physiology of the in- 
dividual in such a way as to initiate his screams, or 
stop his heartbeat, or wither his arms. Of course, 
being humanitarians, our investigations are carried 
out on anesthetized mice. We were at something of a 
dead-end in our studies because whether the anes- 
thetized mice were burned with a blow torch or 
dipped in boiling water, they never uttered screams 
which could be translated satisfactorily by any of our 
language specialists. 

Unfortunately, about this time the Society for the 
Prevention of Cruelty to Animals discovered the 
nature of our investigations and by an official letter 
demanded that their chief warhorse, a spinster of 
formidable aspect, be permitted to visit the laboratory 
and put an end to our diabolical tests. There was no 
way to keep her from coming here. And, to make it 
worse, the commanding general, under whom we 
worked, telephoned, stating he would be here to find 
out why the translated sounds from the mice were 
unintelligible, and would arrive on the same day. 

The personnel of the laboratory divided into two 
teams; my first assistant, a business-like young lady, 
and I chose members as small boys choose up sides 
for a ball game. By lot, my assistant was delegated to 
show the general through the laboratory while I 
would have to entertain the dominant character of 
the Society for the Prevention of Cruelty to Animals 
in our reception room. 

Satisfying the general that we were carrying out 
our investigations properly was a simple matter; at 
the first touch of red-hot iron to fur, at the first smell 
of burning flesh, the general fainted dead away. 
Several of the animal caretakers took him over, and 
revived him slowly by waving under his nose a beaker 


of diluted gin. It seems that in his whole 40 years 
with the military, he had never previously smelled 
burning flesh; during two world wars he had never 
smelled anything worse than burning gunpowder. 


How to dispose of my own guest in a thoroughly 
courteous manner? I sat facing her, smiling as broadly 
as the circumstances permitted, rapidly selecting sooth- 
ing phrases to be presented with politesse. To my hor- 
ror, through the doorway behind the militant spinster 
came my first assistant; and as she walked, she 
rhythmically dipped an anesthetized white mouse in 
a beaker of scalding water. I froze solid, in pure 
funk. Our guest turned, and my assistant politely 
asked, “Tea? Would you like a cup of tea?” and the 
lower half of my bifocals showed a tea bag on a thin 
white tail, rhythmically rising and falling in the 
proffered beaker. 

There is nothing of course to bring the geniality out 
of a harridan like a well-brewed beaker of strong tea. 
We soon were getting along quite amicably. She 
assured me that although there had been rumors, she 
and the other officers of the Society for the Prevention 
of Cruelty to Animals were truly aware that no such 
famous medical center as this, nor such a handsome 
scientist as I, could possibly carry out the brutalities 
which haunt the nightmares of their members. She 
asked deprecatingly about the prevading odor of 
burned flesh which was choking us. I assured her that 
it came from a pair of burned twin girls, four-year 
olds, just brought in by the fire department. Thus 
calmed, she gaily prepared to take her leave, and I, 
in a spirit of uncontrollable gallantry; personally con- 
ducted the old buzzard to the elevator. 

As the doors closed on her, I took sincere personal 
satisfaction in the knowledge that at that moment her 
gizzard was cheerfully warmed by the juices of an 
anesthetized mouse, rhythmically dipped in boiling 
water. 

With bifocals and science, you jump at your con- 
clusion and hold it ’til proved wrong. 

Sic semper veritas. 

Signed, 
Quidnunc 


Junr, 1959 


227 


og 
\ 
f 
= 


PRESIDENT’S PAGE 


TIMES DO CHANGE: In the days of yore, when King Arthur’s Knights wore the armor 
that marked such distinction unto the social elite and frequently the recognition of bravery as 
Sir Galahad in Tennysons’ poem. Comfort has advanced tremendously as those old buggers 
would have to be helped by one or more valets into their metal encasement. Then a step 
ladder with several able bodied helpers would be necessary to assist in mounting his steed. 
If one’s gallantry had not changed a Knight could have mounted a present day polo pony and 
socked the daylights out of Sir Knight with the polo stick. 


What has this to do with our present day civilization; well, it’s just a comparison, as an 
active Knight must have been in his late teens or twenties to be successful. Nowadays, a 
man is 21 to 24 when he completes college. If he chooses a graduate course or profession, he 
has three to four additional years. My gosh!, that will put him at 28 to 30 years of age before 
he can start practicing if he wishes to specialize. The M. D.’s have lost six to eight years of 
gainful occupation, where the businessman, whether he be banker, accountant, insurance or 
real estate, should have his feet well on the ground. Now the physician has to work day and 
night to get himself established and make ends meet. The charges he makes are small in com- 
parison to the businesses. Mr. T. V. or Radio man charges $5.00 to come to your house to 
tell you what a job would cost and sends you a bill for $99.94 after keeping you waiting for 
two and one half weeks. 


Yes, there is a justification for the physician and his reasonable fee. He is trying to save 
lives, not merely tinkering with metal on wooden boxes. The doctor’s ideals are high in almost 
every case as he has been trained in academic and scientific ways to appreciate the best 
things in life and he wants the same for his patients. 


He has been fortunate in even being chosen to enter medical school and no one works 
harder or longer than the medical student in the first two years, after which it is an applica- 
tion of the didactic or theoretical student to the practical. 


We of the medical profession wish your cooperation and understanding. When you are 
not satisfied or feel that you have been neglected or unjustly treated, there is always an ap- 
peal. Each county medical society has a grievance committee to which you can appeal and I 
believe you will get just returns. 


The doctors business is the treatment of disease, care for the sick, care of the aged and dis- 
abled and we desire that our services will be the best possible. 


William Weston, Jr., M. D. 
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THE 1959 MEETING 


The 111th Annual Session of the Associa- 
tion came to a close on May 14 after a most 
successful performance. Columbia displayed 
its best hospitality, the hotel managements 
were most cordial, and service appeared to 
be good everywhere. The attendance was 
very satisfactory having been in the ap- 
proximate region of something a little under 
600 physicians, with a large number of mem- 
bers and their families and the usual quota of 
commercial exhibitors. 


Preliminary committee meetings on May 11 
were followed by a meeting of Council on 
May 12 and the gathering of the House of 
Delegates in the afternoon of the same day. 
The business of the Association was con- 
ducted in a competent manner, and no par- 
ticularly controversial subjects were debated. 
Resolutions and requests from the various 
standing committees of the Association were 
considered by Reference Committees in the 
evening, and reports were heard and acted 
upon on the morning of May 13. Among 
these was a report from The Blue Cross-Blue 
Shield organization with some encouraging 
promise of coming development of a low-cost 
type of insurance for people over 65 to pro- 
vide medical and surgical benefits. Mr. San- 
dow noted that there had not lately been any 
great increase in the number of people 
covered by the plans, but that every effort 
was being made to extend the benefits. The 
delegates approved this endeavor whole- 
heartedly and, the following were nominated 
to the Board of the Plan: Mr. Frank S. Adams, 
Mr. Wilton F. May, Mr. M. L. Meadors, Dr. 
J. A. Siegling, Dr. W. W. King to succeed 
themselves, and Mr. Dill Ellis of Dillon and 
Dr. W. West Simmons of Greenville were 


added. 


The House discussed the question of a per- 
manent home and an early removal of the 
offices of the Association to Columbia, but 


Jung, 1959 


decided to make no change at the present 
and to continue the Committee for further 
study of the situation. The program of Public 
Relations was encouraged and some money 
set aside for its continuation. The Committee 
on Social Security for Doctors gave an inter- 
esting report which appeared to show that 
there is a greatly increasing interest in having 
Social Security, but that the actual vote had 
resulted in a negative report, that is to say, 
the majority did not wish to see the medical 
profession involved in the Social Security 
scheme. 

Biennial registration of physicians with the 
State Board of Medical Examiners was ap- 
proved in principle, and the Committee was 
authorized to continue its study and present 
new reports at the next meeting. The Com- 
mittee thought that no basic science law 
should be pushed at this time. The Com- 
mittee on Civil Defense was discontinued 
pending rearrangements in the general set up 
of Civil Defense in the state. Discussion of 
whether or not Federal funds should be util- 
ized by our state institutions, especially the 
State Board of Health, resulted in a vote 
which indicated that the general feeling was 
that they were of great value and that it 
would be almost impossible to make any re- 
adjustment at the present time. The vote was 
33 for and 23 against this measure. 

A committee was created to study the mat- 
ter of setting up a Benevolent Fund for desti- 
tute physicians or their families, a Fund to be 
patterned somewhat along the lines of those 
followed in other states as state-wide activi- 
ties and on the local activities of “The Widows 
and Orphans” Society which has functioned 
in Charleston for many years. It was decided 
to set up a Review and Adjudication Com- 
mittee for the Blue Cross-Blue Shield Plans 
which would function in judging the propriety 
of disputed claims. Further study was in- 
dicated before any specific plan was under- 
taken. 
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Editorial 


A number of other matters were discussed 
and may be found in the complete minutes 
which will appear in this Journal before long. 

The Scientific Program was well done and 
well attended. Most of the material pre- 
sented will appear over a period of time in 
this Journal. 

The social events of the meeting were most 
enjoyable. There were a number of private 
small entertainments, and the exhibitors were 
as usual hospitable. The Alumni Luncheon 
at the Jefferson Hotel was rather unusually 
well attended and was distinguished by a 
pictorial and vocal sketch of the life of Dr. 
Kenneth Lynch. At the end of the recital, Dr. 
Lynch was presented with a handsome silver 
pitcher in appreciation of his many long and 
valuable years of service to the College and 
to medical education in the state. The 
Alumni Association also furnished entertain- 
ment on Wednesday night, and a crowded 
hall was regaled with a “Floor Show” and 
miscellaneous entertainment. The annual 
banquet and ball on Thursday evening were 
also very well attended, and following the 
excellent performance of a skit by the 
Greenville Auxiliary, the members present 
had the privilege of hearing a very excellent 
speech by Dr. Gunnar Gundersen, the Presi- 
dent of The American Medical Association. 
All told, this was an excellent meeting, and 
it is to be hoped that the next one, to be held 
at Myrtle Beach, will prove as large and as 
pleasant and as worthwhile scientifically. 


JOSEPH P. CAIN, JR., M. D., 
PRESIDENT-ELECT 
Named at the recent meeting of the Asso- 


ciation in Columbia as President-Elect for 
the coming year, Dr. Joseph P. Cain of Mul- 
lins, has a full and active background of 
work and interest in the organization. Dr. 
Cain has served most ably as chairman of 
the Council of the Association for a number 
of years past. He has also been vitally inter- 
ested in the Alumni Association of The Medi- 
cal College and has done much to promote 
interest in post graduate education for the 
alumni. He was secretary and treasurer of 
that Association for eight years, and now 
serves on its Finance Committee. He has 


JOSEPH P. CAIN, JR., M. D. 


also been much interested in the develop- 
ment of the branch of the University of South 
Carolina at Florence, and has given much 
time to civic work of many kinds, serving on 
his Town Council and interesting himself in 
many local activities. 

Dr. Cain was born in Greenville, South 
Carolina, August 6, 1912 and achieved the 
B. S. degree at the University of South Caro- 
lina in 1931 and the Degree of Doctor of 
Medicine at The Medical College of South 
Carolina in 1935. He served an internship at 
St. Francis Infirmary in Charleston, and at 
Lynn Hospital at Lynn, Massachusetts. He 
did residency activities in The Mission Hos- 
pital in Asheville and the Mullins Hospital. 
He has taken post-graduate courses at George 
Washington University and at The Medical 
College of South Carolina. 

In practice in medicine and surgery in Mul- 
lins since 1937, he has been Chief of Staff at 
the Mullins Hospital, and on the Consultant 
Staff at the Marion Memorial Hospital and 
the St. Eugene Hospital at Dillon. His medi- 
cal activities have been very numerous and 
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he has held positions in several organizations, 
such as President of The Marion County 
Medical Society and of the Pee Dee Medical 
Association, whose Bulletin he edited from 
1948 to 1958. He has been a member of the 
Council of The South Carolina Medical Asso- 
ciation since 1949 until now. He is a member 
of the Editorial Board of The Journal of the 
South Carolina Medical Association, a mem- 
ber of the Committee on Industrial Health of 
The American Medical Association, and a 
member of the Southeastern Surgical Con- 
gress. His interest in matters of insurance are 
indicated by his position as a Director of The 
South Carolina Medical Care Plan. He is a 
Surgical Consultant to the South Carolina 
Division of Vocational Rehabilitation, and has 
received a Congressional citation for work as 
examining physician with the Marion County 
Local Board #1 in World War II. Recently 
an opportunity for expansion of his interest 
in educational matters has been made by his 
appointment as a Trustee of The Medical Col- 
lege of South Carolina. Only a few weeks 
ago a biography of Dr. Cain appeared in The 
Florence Morning News in which he was 
cited as the “Pee Dee Man of The Week.” 

Dr. Cain’s thorough knowledge of the 
affairs of the Association and his energy and 
enthusiasm will combine to make him a most 
desirable President from whom much may be 
expected. 


THE NEW OFFICERS 


Dr. Joseph P. Cain, Jr. a well-known gen- 
eral surgeon from Mullins, was elected 
unanimously to the post of President-Elect of 
the South Carolina Medical Association. 

His selection by physician-delegates meet- 
ing at the Columbia Hotel at Columbia 
means that Dr. Cain will become president 
of the Association at the 1960 meeting. 

Dr. William Weston, Jr. of Columbia, this 
year’s President-Elect took over the Associa- 


tion’s reins May 14 from Dr. R. L. Crawford 
of Lancaster. 

The Association picked Myrtle Beach as 
the site for its 1960 sessions and filled 13 
other positions on the Association and state 
boards. 

Dr. Clay Evatt of Charleston was named 
vice president of the Association, succeeding 
Dr. Henry C. Robertson, Jr., also of Charles- 
ton. 

Dr. Robert Wilson of Charleston was re- 
elected secretary of the Association, and Dr. 
J. Howard Stokes of Florence was re-elected 
treasurer. 

The new President-elect, Dr. Cain, is a 
native of Greenville and has been practicing 
general surgery at Mullins since 1936. 

In other elections, the Association chose 
their new president, Dr. William Weston, Jr., 
of Columbia to succeed himself as delegate 
to the American Medical Association. Dr. 
Frank C. Owens of Columbia was chosen 
alternate delegate to succeed Dr. Robert 
Wilson of Charleston. 

Three district Councilors named to three- 
year terms were: Dr. C. J. Scurry of Green- 
wood, Third District (re-elected); Dr. Wil- 
liam Perry of Chesterfield, Sixth District 
(succeeding Dr. Cain); Dr. John M. Fleming 
of Spartanburg, Ninth district (re-elected ). 

Three members of the Mediation Com- 
mittee named to three-year terms were: Dr. 
Martin M. Teague of Laurens, Third District 
(re-elected); Dr. Sam Cantey of Marion, 
Sixth District (succeeding Dr. Walter R. 
Mead); Dr. Harold P. Hope of Union, Ninth 
District (re-elected). 

Two members of the Board of Medical 
Examiners were re-elected to four-year terms. 
They are: Dr. Kirby D. Shealy of Columbia, 
Second District; Dr. Roderick Macdonald of 
Rock Hill, Fifth District. 

Dr. Tucker Weston of Columbia was 
elected to fill a vacancy on the Association’s 
Hospital Advisory Committee. 
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REPORT OF MEMORIAL COMMITTEB 
SOUTH CAROLINA MEDICAL ASSOCIATION 
1958-1959 


This morning we ape to do honor to those of our colleagues who have answered their 
ast we met (or who have not previously been recognized before this 


last earthly call since 
group ). 


Milton referred to death as “the golden key that opens the palace of eternity”, and I am 
sure that we will agree with him. The following doctors, past members of the South Carolina 


Medical Association, have turned that key and we honor them at this time. 


DRAYTON D. KINARD 
WILLIAM P. TURNER 
WILLIAM H. LYDAY 

A. T. HUTTO 

ROBERT JONITZ 

FRANK M. DANIELS 
CHILDS C. HORTON 
FRANK B. C. GEIBEL 
ROY P. FINNEY 

PAUL F. THOMPSON 
CHARLES P. ROPER 
JEFF W. WEBB 

FRANCIS B. JOHNSON 
FRANCIS H. BOLD 
YEADON M. HYER 
RICHARD B. FURMAN 
JAMES B. LATIMER 
WILLIAM B. McWHORTER 
CLARENDON B. WOODS 
ROBERT L. RALSTON 
WILLIAM T. PACE 
HUGER T. HALL 

ASA P. TRAYWICK 
HARRY H. WYMAN, II 
LAWRENCE L. RICHARDSON 
C. H. HAYNESWORTH 
THEODORE QUATTLEBAUM 
GORDON R. WESTROPE 
JOSEPH W. McMEANS 
WILLIAM H. CHAPMAN 
HARRY F. WILSON 
FRANK L. MARTIN 

HAL B. HOLMES 
WILLIAM H. MOORER 

J. McIVER WILLCOX 
STUART B. SHERARD 
ORION T. FINKLEA 
WILLIAM M. CARPENTER 
JAMES L. SAMPLE 
EDDIE H. THOMASON 


Spartanburg 
Greenwood 
Greenville 
Pelion 
Greenville 
Greenville 
Pendleton 
Columbia 
Spartanburg 
Anderson 
York 

Seneca 
Charleston 
Charleston 
Darlington 
Sumter 
Anderson 
Anderson 
Walterboro 
Spartanburg 
Gray Court 
Aiken 
Cameron 
Aiken 
Simpsonville 
Greenville 


Columbia 
Anderson 
Whitney 
Columbia 
Mullins 
Conway 
Lodge 
Darlington 
Gaffney 
Florence 
Greenville 
Hampton 
Olanta 


Feb. 21, 1957 
Apr. 2, 1957 
May 3, 1957 
May 10, 1957 
June 19, 1957 
June 27, 1957 
June 27, 1957 
Aug. 24, 1957 
Sept. _, 1957 
Sept. 3, 1957 
Sept. 6, 1957 
Jan. 12, 1958 
Jan. 16, 1958 
Jan. 25, 1958 
Jan. 29, 1858 
Feb. 21, 1958 
Apr. 1, 1958 
Apr. 15, 1958 
Apr. 23, 1958 
Apr. 26, 1958 
July 6, 1958 
July 25, 1958 
July 26, 1958 
July 30, 1958 
Aug. 9, 1958 
Aug. 15, 1958 
Aug. 24, 1958 
Aug. 25, 1958 
Sept. 2, 1958 
Sept. 24, 1958 
Oct. 23, 1958 
Nov. 9, 1958 
Dec. 27, 1958 
Jan. 5, 1959 
Jan. 7, 1959 
Feb. 1, 1959 
Feb. 7, 1959 
Feb. 8, 1959 
Mar. 3, 1959 
Mar. 29, 1959 


As we pause to honor these men I would not attempt a eulogy, but rather I will ask you 
to join me in spirit as I bring you the words of St. Francis of Assisi. 
“Lord, make me an instrument of thy peace. Where there is hatred let me sow love; where 
there is injury, pardon; where there is doubt, faith; where there is despair, hope; where there 
is darkness, light; where there is sadness, joy. 
“O divine Master, grant that I may not so much seek to be consoled as to console; to be 
understood as to understand; to be loved as to love; for it is in giving that we receive, it is 
in pardoning that we are pardoned, and it is in dying that we are born to eternal life. Amen”. 
Submitted by the Memorial Committee 

Thomas Goldsmith 

Howard Stokes 

Martin Teague, Chairman 
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MINUTES OF COUNCIL MEETING 
Columbia, S. C. February 25, 1959 

A special meeting of Council was held at the Col- 
umbia Hotel on February 25, 1959. The meeting 
was called to order at 3 p. m. by the Chairman, Dr. 
J. P. Cain. Members present were Drs. Crawford, 
Weston, Wilson, Stokes, Waring, Robertson, B. 
Smith, Burnside, Fleming, Gressette, Bozard, 
Brewer and Mr. M. L. Meadors. 

The minutes of the meeting of November 19, 
1958 were read but were not approved because of 
the objection of Dr. William Weston, Jr.; Dr. Weston 
requested that his reasons for opposing the motion 
that Council continue the support of the South Caro- 
lina Medical Association opposing the proposed 
legislative bill regarding the practice of optometry, 
be included in the minutes. However, as the minutes 
of this meeting had already been published in the 
Journal, Dr. Weston stated that his reasons for op- 
posing this action was the practice of certain 
ophthalmologists in having opticians in their offices 
for the fitting of glasses for their patients, a practice 
which he stated had been disapproved by the Amer- 
ican Medical Association. 

Attention was called to the fact that Chapter I, 
Section 8 of the 1955 edition of the “Principles of 
Medical Ethics of the American Medical Association” 
with reference to the dispensing of lenses by ophthal- 
mologists, read as follows: 

“It is not unethical for a physician to prescribe or 
supply drugs, remedies or appliances as long as there 
is no exploitation of the patient.” 

This has been superseded in June 1957 by the 
adoption of a further statement of the Principles, 
which reads as follows: 

“In the practice of medicine a physician should 
limit the source of his professional income to medical 
services actually rendered by him, or under his super- 
vision, to his patients. His fee should be com- 
mensurate with the services rendered and the pa- 
tient’s ability to pay. He should neither pay nor 
receive a commission for referral of patients. Drugs 
remedies or appliances may be dispensed or supplied 
by the physician provided it is in the best interest of 
the patient.” 

Dr. Weston further stated that he would continue 
this opposition until the ophthalmologists set their 
own houses in order by discontinuing this practice. 

The Chairman, with the concurrence of Council, 
ruled that further minutes not be published in the 
Journal until they had been approved at a subsequent 
meeting. 

The report of the Special Committee on Public 
Relations was then presented, with the following 
recommendations. 

“1. That some member of the Association con- 
versant with its activities be designated to act as the 
head of the public relations activity, and that he 
should be paid a salary of $1,200.00 per year. The 
name of Dr. J. I. Waring was suggested for this 
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position, as he as Editor of The Journal was in a 
place in which correlation of the two activities could 
be accomplished fairly easily. 

“2. Employment of one of the Public Relations 
firms mentioned on a tentative basis. It was sug- 
gested that each one be given a _ six-months trial 
period, but this seemed to be rather clumsy an 
arrangement, and the question of employment 
specifically was not settled. It was felt that the sum 
of $1,800.00 to $2,000.00 would be as much as the 
Association could afford to pay such a firm. 

“3. It was thought that the manner in which the 
firm would function would be in publicizing the an- 
nual meeting, and in following this meeting up with 
various accounts,, and in particular with special 
feature articles which might indicate what the 
recommendations and activities of the various com- 
mittees of the Association were, and what their 
effort is to better the health of the people of the 
state. It was thought that the member of the Asso- 
ciation could have close contact with the lay-firm, 
could suggest subjects, furnish material, and check 
the finished material, which would be prepared in 
proper form for publication in the newspapers or 
elsewhere by the public relations firm. The activity 
of the firm would not be limited to this field, but it 
would presumably be applied to making public any 
matters which concern the Association and the gen- 
eral public as they came up from time to time. There 
would be no effort of having any sort of lobby, and 
particular care would have to be exercised in not 
attempting to answer too indignantly some of the 
half-baked statements which appear from time to 
time in the press. However, that would be a matter 
for consultation between the representative of the 
Association and the firm employed.” 

After a general and prolonged discussion in which 
all members of Council participated, the following 
actions were taken: 

A. That the Public Relations Program sponsored 
by the South Carolina Medical Association be ex- 
panded for the next year, including closer coopera- 
tion with County Public Relations and Publicity 
Programs, and endeavoring to assure better publicity 
for the work of the State Medical Association and 
its committees. 

B. That Dr. J. I. Waring be appointed Director 
of this Program, with full power to act to secure its 
success. 

C. That no professional Public Relations Firm be 
employed on a retainer basis. 

D. That compensation to Dr. Waring for this ad- 
ditional duty be made on the basis of $100.00 per 
month in addition to all expenses. 

Dr. R. L. Crawford read a letter from the South 
Carolina Association of School Boards regarding doc- 
tors serving in this capacity over the state; this was 
received as information. 

The proposed fee schedule for industrial com- 
pensation was then brought to the attention of 


233 


: 
4 


Council and on a motion of Dr. Crawford adoption 
was postponed and it was recommended that re- 
consideration of the schedule be referred to the 
House of Delegates. 

At the request of Dr. William Weston, Jr., the 
Secretary reported that a suggestion had been re- 
ceived from Dr. W. A. Smith recommending action 
by the State Medical Association to secure help for 
indigent members of the medical profession and their 
families. This was received as information. 

The Secretary read letters from Dr. Alan B. War- 
ren, President of the Spartanburg County Medical 
Society and Dr. George R. Wilkinson, Chairman of 
the State Board of Medical Examiners, regarding 
itinerant practice of medicine, which was illegal in 
South Carolina. This matter was likewise received 
as information. 

Dr. J. H. Stokes spoke of the use of funds of State 
Cancer Society, noting that physicians were not re- 
munerated for their services in this work. 

It was called to the attention of Council that at 
hearings before the State Board of Medical Ex- 
aminers physicians accused of illegal practices were 
usually represented by their attorneys; Council gave 
permission and recommended that Mr. M. L. 
Meadors be present at such hearings when possible. 

Dr. Gressette called to the attention of Council 
the proposed legislative bill regarding the require- 
ment for labeling of blood according to the race of 
donor; this was received as information and no 
action taken. 

Council then adjourned at 6:30 p. m. 

Respectfully submitted, 
Robert Wilson, M. D., Secretary 


NEWS 


MEDICAL COLLEGE PROMOTIONS, 
APPOINTMENTS ARE ANNOUNCED 


Three appointments and six promotions were an- 
nounced May 14 following the regular meeting of 
the Medical College of South Carolina Board of 
Trustees in the offices of Gov. Ernest F. Hollings. 

Dr. John T. Cuttino of Charleston, present dean 
of the School of Medicine, was made executive vice- 
president of the Medical College for the year 1959- 
60; Dr. Vince Moseley of Charleston, professor of 
medicine, was appointed associate dean of clinical 
medicine; and Dr. Albert Cannon, now assistant 
professor of pathology at Georgetown University, 
Washington, D. C., was appointed assistant professor 
of clinical pathology. 

Dr. Cannon is a native of Charleston and holds 
degrees from the College of Charleston and the 
Medical College. He will assume his new post on 
July 1. 


The following faculty members were promoted: 
Dr. Leon Banov, Jr., to assistant professor of sur- 
gery; Dr. C. Capers Smith to assistant professor of 
neurology; Dr. John F. Buse to assistant professor 
of medicine; Dr. L. B. Jenkins to assistant professor 
of surgery; Dr. Eugene F. Woods to assistant profes- 
sor of pharmacology, and Dr. John M. Mahaffey to 
assistant professor of anaesthesiology. 


The Journal has received an urgent request from 
people in Olanta who are desirous of filling the 
vacancy in medical practice created by the death of 
Dr. E. H. Thomason, who was highly esteemed and 
well beloved in the community. Mr. J. Fred Rush 
of Olanta considers that there is an ideal opening for 
a physician, and requests that anyone interested get 
in touch with him. 


CHARLESTON COUNTY TO HONOR 
DR. LEON BANOV 


The Charleston County Health Center planned 
near Pinehaven Hospital, will be dedicated to Dr. 
Leon Banov, county health officer. 

Council is taking this step to recognize the ac- 
complishments and unselfish devotion of Dr. Banov 
in his many years as the county health officer. 

A large bronze plaque in the center detailing some 
of the history of the doctor’s association with the 
Health Department is planned, Graham said. 

Among those expressing approval of the decision 
were the Charleston County Business and Profes- 
sional Women Association; the Charleston County 
Board of Health, headed by Dr. W. Clay Evatt; Dr. 
T. Hutson Martin, chairman of the County Health 
Clinic, and others, Graham noted. 

A native of Poland, Dr. Banov has been associated 
with the Health Department for 47 years. Born 
July 5, 1888, he came to Charleston at an early age 
and operated a drug store until 1912. Then he joined 
the Health Department as a bacteriologist. In 1917, 
he obtained his medical degree and taught pharmacy 
at the Medical College of South Carolina. 

In 1920, he was appointed health officer, and has 
held that position since that time. During the period 
1923-1935, he served as both county and city health 
officer. 

During his tenure of service, Dr. Banov has been 
awarded many honors commending him for his pub- 
lic service, both from the medical profession and 
from other organizations. 

He was a delegate to the International Hygiene 
Conference in Dresden, Germany, in 1930. He also 
served as president of the South Carolina Public 
Health Association. 

Dr. Banov is a member of B'nai B'rith. He is a 
past president of District Grand Lodge 5; the Rotary 
Club, Elks, Ancient Free Masons, the Alpha Omega 
Alpha and Rho Chi Fraternities, and many other 
organizations. 
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ANNOUNCEMENTS 


The next annual joint meeting of the North Caro- 
lina, Eye, Ear, Nose, and Throat Society and the 
South Carolina Society of Ophthalmology and Oto- 
laryngology will be held in Charleston, South Caro- 
lina, on September 15, 16, and 17, 1959. Invitations 
are extended to our colleagues in the states of Vir- 
ginia, Georgia, Florida and Tennessee. There will 
be three guest Otolaryngological speakers and three 
guest Ophthalmological speakers. Likewise, one 
member from each Society will give a paper. A large 
attendance is anticipated. 


Publication of a new pamphlet containing a 
bibliography on health insurance has been announced 
by the Health Insurance Institute. 

The pamphlet draws together lists of books, an- 
nual publications and periodicals in the field of 
health insurance. In addition, it has chapters dealing 
with literature on general insurance, gerontology, 
social security and other data pertinent to research 
in the field. One section is devoted to the first known 
listing of national organizations having a relationship 
to the task of financing medical care costs. 

The publication, entitled “A List Of Worthwhile 
Health Insurance Books,” is available upon request 
to: Health Insurance Institute, 488 Madison Avenue, 
New York 22, N. Y. 


INSTITUTES FOR PHYSICIANS AND NURSES 
IN THE CARE OF PREMATURE INFANTS 
The Institutes for Physicians and Nurses in the 

Care of Premature Infants are being continued at the 

New York Hospital—Cornell Medical Center. These 

Institutes are designed to meet the needs of physi- 

cians and nurses in charge of hospital premature 

nurseries and special premature centers and of medi- 
cal and nursing directors and consultants in state 
and local premature programs. 

Institutes for the 1959-60 fiscal year are scheduled 
to start on the following dates: 

September 21, 1959, November 2, 1959, January 
4, 1960, February 8, 1960, May 9, 1960. 

The intensive program for physicians is of two 
weeks duration and that for nurses is of four weeks 
duration (full-time). The first two weeks for nurses 
is given concurrently with the one for physicians. 
A stipend is provided to both physicians and nurse 
attending. 


For further details, please write: 

Dr. Hilla Sheriff, Director 

Division of Maternal and Child Health 
S. C. State Board of Health 

Columbia 1, S. C. 


June, 1959 


The Department of Maternal and Child Health of 
the School of Public Health of the University of 
North Carolina wishes to announce again the avail- 
ability of a fellowship in maternal and child health 
for the academic year commencing next September. 
This fellowship is available to a physician enrolling 
in the School of Public Health, and undertaking a 
program of study leading to the degree of Master of 
Public Health with specialization in maternal and 
child health. The program of study is intended to 
prepare individuals for administrative or consultative 
responsibilities in maternal and child health pro- 
grams. 

This scholarship provides for (a) full tuition and 
fees at the School of Public Health, University of 
North Carolina, (b) a monthly stipend of $400, and 
(c) an additional monthly allowance of $30 for each 
dependent. 

Apply to the Chairman, The Admissions Com- 
mittee, School of Public Health, University of North 
Carolina, Chapel Hill, North Carolina, as early as 
possible. The award is usually made about July first. 


The Department of Otolaryngology, University of 
Illinois College of Medicine, announces two special 
postgraduate courses to be offered in the fall of 
1959: 


ANNUAL OTOLARYNGOLOGIC ASSEMBLY 


The Assembly will be conducted September 18 
through September 26, 1959, and will consist of a 
series of lectures and panels concerning advance- 
ments in otolaryngology. Some of the sessions will 
be devoted to surgical anatomy of the head and 
neck and histopathology of the ear, nose and throat. 
Guest lecturers will participate in an entire day’s 
program reviewing the latest advances and _prin- 
ciples of temporal bone surgery. _ 

Chairmen of the Assembly are Maurice F. Snit- 
man, M. D., and Emanuel M. Skolnik, M. D. 

COURSE IN LARYNGOLOGY AND 
BRONCHOESOPHAGOLOGY 


The course in laryngology and bronchoesophagol- 
ogy, under the chairmanship of Paul H. Holinger, 
M. D., is scheduled November 9 through November 
21, 1959. 

Interested physicians should write direct to the 
Department of Otolaryngology, 1853 West Polk 
Street, Chicago 12, Illinois. 


The Arthritis and Rheumatism Foundation offers 
predoctoral, postdoctoral and senior investigatorship 
awards in the fundamental sciences related to arthri- 
tis for work beginning July 1, 1960. Deadline for 
applications is October 31, 1959. 

These awards are intended as fellowships to ad- 
vance the training of young men and women of 
promise for an investigative or teaching career. They 
are not in the nature of a grant-in-aid in support of 
a research project. 
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The program provides for three awards: 


(1) Predoctoral Fellowships are limited to  stu- 
dents who hold a bachelor’s degree. Stipends 
range from $1500 to $3000 per year, depend- 
ing upon the family responsibilities of the 
Fellow. 


(2) Postdoctoral Fellowships are limited to ap- 
plicants with the degree of Doctor of Medi- 
cine, Doctor of Philosophy—or their equiva- 
lent. These Fellowships are tenable for one 
year, with prospect of renewal. Stipends range 
from $4000 to $6000 per year, depending 
upon the family responsibilities of the Fellow. 


(3 


Senior Investigator Awards are made to can- 
didates holding or eligible for a “faculty 
rank” such as Instructor or Assistant Profes- 
sor (or equivalent) and who are sponsored 
by their institution. Stipends are from $6000 
to $10,000 per year and are tenable for five 
years. 

A sum of $500 will be paid to cover the laboratory 
expenses of each postdoctoral fellow and senior in- 
vestigator. An equal sum will be paid to either cover 
the tuition expenses or laboratory expenses of each 
predoctoral fellow. 

For further information and application forms, ad- 
dress the Medical Director, Arthritis and Rheuma- 
tism Foundation, 10 Columbus Circle, New York 19, 


APPLICATIONS FOR RESEARCH SUPPORT 
NOW BEING ACCEPTED BY AMERICAN 
HEART ASSOCIATION 

Applications are now being accepted by the Ameri- 
can Heart Association for support of research to be 
conducted during the fiscal year beginning July 1, 
1960. 

September 15, 1959, is the deadline for applying 
for Research Fellowships and Established Investi- 
gatorships. Applications for Grants-in-Aid must be 
made by November 1, 1959. 

Public contributions to the annual Heart Fund 
campaign provide the funds for Association-supported 
research. Support is given not only to studies with 
a direct bearing on problems of cardiovascular medi- 
cine but also to basic research in a wide range of 
scientific disciplines. The Association recently an- 
nounced its national awards for the 1959-60 fiscal 
year, representing an allocation of approximately 
$3,300,000. 

Following are brief accounts of the categories in 
which applications may be made: 


Established Investigatorships: Awarded for per- 
iods of up to five years, subject to annual review, in 
amounts ranging from $6,500 to $8,500 yearly plus 
dependency allowances, to scientists of proven abil- 


ity who have developed in their research careers to 
the point where they are independent investigators. 
In addition, a grant of $500 is made to the investiga- 
tor’s department. Applicants for Established In- 
vestigatorships may apply for grants-in-aid to sup- 
port their research at the same time they apply for 
Established Investigatorships. 


Advanced Research Fellowships: Awarded for per- 
iods of one or two years to postdoctoral applicants 
who have had some research training and experience 
but who are not clearly qualified to conduct their 
own independent research. During the second year 
of tenure they will be permitted to spend up to 25 
percent of their time in professional and scientific 
activities not strictly of a research nature, provided 
that these will contribute to their professional de- 
velopment and do not involve services for a fee. These 
stipends range from $4,600 to $6,500 annually. Ad- 
ditionally, a grant of $500 is made to the investiga- 
tor’s department, as in the case of Established In- 
vestigators. 


Research Fellowships: A limited number of awards 
are available to young men and women with doctoral 
degrees for periods of one or two years to enable 
them to train as investigators under experienced 
supervision. Annual stipends range from $3,800 to 
$5,700. 


Grants-in-Aid: Made to experienced investigators 
to help underwrite the costs of specified projects, 
such as equipment, technical assistance and supplies. 

Further information and application forms may 
be obtained from the Assistant Medical Director for 
research, American Heart Association, 44 East 23rd 
Street, New York 10, N. Y. 


" QUT, Docfor, CAME IN TO SEE YoU ABOUT My DANDRUFF! 
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DEATH 


DR. W. B. RYAN, JR. 

Dr. William Butler Ryan, Jr., 68, died May 8 at 
his home in Beaufort after a long illness. 

Dr. Ryan was a captain in the medical corps in 
World War I, serving with Canadian forces before 
the United States entered the conflict. 

Surviving are the widow: four brothers, Capt. 
Frank Ryan, U. S. Navy medical corps (Ret.) of 
California; Dr. Pinckney Ryan and Dr. John Ryan, 
both of Ridgeland, and Dr. Thomas Ryan, Spartan- 
burg, and two sisters. 


HILL-BURTON HOSPITAL 
CONSTRUCTION IN SOUTH CAROLINA 

The South Carolina State Board of Health was 
designated by Legislative Act No. 247 of the Acts 
and Joint Resolutions of South Carolina in Regular 
Session in 1947 to administer the Hospital and Medi- 
cal Facilities Construction Program in South Carolina 
and was authorized to establish a division of Hospital 
Construction to accomplish the duties called for 
therein. This Act, which was enacted by the General 
Assembly and approved by Governor Strom Thurmond 
on May 10, 1947, was passed subsequent to the enact- 
ment of Public Law 725 (known as the Hill-Burton 
Act) by Federal lawmakers in August 1946. The 
Hill-Burton Act authorized Federal grants to states, 
on a matching basis, to pay part of the cost of con- 
structing public and other nonprofit hospitals and 
related health facilities. 

In accordance with the Federal Law the Governor 
appointed a Hospital Advisory Council to advise and 
consult with the Board of Health and its legal repre- 
sentatives in carrying out the administration of the 
Licensing and Construction programs. The Council 
consists of twenty-seven (27) members as follows: 
five hospital administrators who are recommended by 
the South Carolina Hospital Association, five physi- 
cians recommended by the South Carolina Medical 
Association, two registered nurses, two recognized 
architects, one dentist to be recommended by the 
South Carolina Dental Association, one registered 
pharmacist to be recommended by the South Carolina 
Pharmaceutical Association, nine representatives of 
the consumers of hospital services who have been 
selected from persons familiar with the need of such 
services in urban or rural areas, and two representa- 
tives from the Board of Public Welfare (the State 
Constitution forbids dual office holding so the Gover- 
nor was unable to appoint these two members). This 
Council meets at least once every three months or as 
frequently as necessary. 

The President, on January 18, 1954, submitted to 
Congress a health message in which he recommended 
that the Hill-Burton Program be broadened to include 
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Marlboro County Hospital Chronic Disease Unit, 

Bennettsville, S. C-—A 24-bed chronic disease addi- 

tion containing, among other things, areas for physi- 

cal and occupational therapy constructed under Pub- 
lic Law 482 (an amendment to P. L. 725, Hill-Bur- 

ton Program) and completed in 1958 at a total cost 

of $332,094.28. 

gg. Lafaye, Fair, Lafaye & Associates, Colum- 
ia, 

Atlantic Building Corp., Colum- 
ja, S. C. 

Photo by: E. S. Powell, S. C. State Board of Health. 


additional assistance for the construction of public 
and other non-profit hospitals for the care of the 
chronically ill as well as assistance in construction of 
nursing homes, diagnostic and treatment centers and 
rehabilitation facilities. Based on this, The Congress 
enacted Public Law 482 on July 12, 1954. 


In accordance with the Law and Federal Regula- 
tions, the Agency annually develops a State Plan 
which is a document taking inventory of existing 
hospitals and medical treatment facilities in the State, 
determining the need for additional facilities and 
establishing a program for their orderly development 
according to established principles of need and 
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Georgetown County Hospital Nurses’ Home, George- 
town, S. C.—A graduate nurses’ residence constructed 
under the Hill-Burton Program (P. L. 725) and com- 
pleted in 1953 at a total cost of $63,053.64. 
Architect: Hopkins, Baker & Gill, Florence, S. C. 
General Contractor: Ruscon Construction Co., 
Charleston, S. C. 

Photo by: E. S. Powell, S. C. State Board of Health. 
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Cherokee County Memorial Hospital, Gaffney, S. C._— 
A 104-bed general hospital constructed under the 
Hill-Burton Program (P. L. 725) and completed in 
1956 at a total cost of $1,207,624.49. 


Architect: Walter Hook & Associates, Charlotte, N. C. 
General Contractor: T. C. Brittain Co., Decatur, Ga. 

Photo by: E. S. Powell, S. C. State Board of Health. 

priority. The Plan is a flexible document subject to 
revision by the State Agency upon the advice and 
consultation of the Hospital Advisory Council. Each 
State Plan and Revision is reviewed and approved by 
the Surgeon General of the U. S. Public Health Ser- 
vice. Federal grants to eligible sponsors are matched 
on a 50-50 basis. Facilities that are eligible for con- 
struction under the Hill-Burton program are as fol- 
lows: general, mental, tuberculosis hospitals, public 
health centers, nurses’ homes and training facilities, 
nursing homes, diagnostic and treatment centers, re- 
habilitation facilities and facilities for the care of the 


The Brooks Infirmary, State A & M College, Orange- 
burg, S. C.—A 22-bed infirmary which is inspected 
annually and licensed by the S. C. State Board of 
Health as an “institutional infirmary”. 


chronically ill. South Carolina’s average annual allot- 
ment under the Hill-Burton Act amounts to approxi- 
mately $2.5 million. 

In connection with the licensing responsibility, the 
Agency develops, establishes, promulgates and en- 


forces basic standards for the care and treatment of 
persons in hospitals and related institutions. Institu- 
tions that maintain and operate organized facilities 
for the diagnoses, treatment or care of two or more 
nonrelated persons for periods exceeding 24 hours are 
required to be licensed by State Law. This area of 
jurisdiction encompasses such institutions as general, 
chronic and tuberculosis hospitals, nursing homes and 
institutional infirmaries. In accordance with a 1951 
State Act privately owned educational institutions are 
not licensed. Mental institutions are licensed by the 
South Carolina Mental Health Commission. Institu- 
tions that fail to comply with the minimum licensing 
Standards in a specified period of time are required 


Spartanburg General Hospital Out-Patient Depart- 
ment, Spartanburg, S. C.—An out-patient addition 
which was constructed under P. L. 482 (an amend- 
ment to the Hill-Burton Act) and completed in 1957 
at a total cost of $65,577.36. 

+ ee Lockwood Greene Engineers, Spartanburg, 


General Contractor: Fiske-Carter Construction Co., 
Greenville, S. C. 
Photo by: E. S. Powell, S$. C. State Board of Health. 


to have a hearing before a Licensing Committee 
which is a sub-committee of the Hospital Advisory 
Council. Annually the Agency issues approximately 
165 licenses to hospitals and related institutions 
throughout the State. 

The accompanying photographs depict the various 
types of facilities which have been built in South 
Carolina under the Hill-Burton Program and also 
graphically represent institutions which are licensed 
by the Agency. 
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STATES RIGHTS IN HOSPITALS 


There has long been widespread dissatisfaction 
with many of the rulings of the Joint Commission on 
Accreditation of Hospitals. Undoubtedly the Hospital 
Standardization Program started by the American 
College of Surgeons in 1920, with the object of 
creating “in the hospital an environment which will 
assure the best possible care of the patient”, did a 
lot to improve the standards of hospitals throughout 
the country. Certainly there were hospitals which 
needed policing. Just as certainly there were many 
hospitals which were superior and did not need 
policing. The work of the American College of Sur- 
geons was taken over in December 1951 by the Joint 
Commission. 

It is felt by many that the Joint Commission, in- 
stead of consolidating the gains made by the Ameri- 
can College of Surgeons, has increased the number 
of regulations and technical minutiae to an_in- 
tolerable extent, thereby working hardships on many 
of our very best hospitals. As an example, one of 
Baltimore’s best hospitals recently after an inspection 
by a representative of the Joint Commission had its 
accreditation extended for only one year instead of 
for the customary three years. One of the principal 
reasons given for this ruling had to do with stairwel!s 
and fire hazards. Yet the hospital had regularly 
passed inspection by the Baltimore Fire Department 
and had one of the lowest fire insurance rates obtain- 
able. The question of the fine patient care uniformly 
maintained in this fine hospital was apparently not 
even considered. Yet such a ruling makes it difficult 
for this hospital to get interns now, when at one time 
it had many more applicants for internships than 
there were places. 

Most of the objections to the rulings of the Joint 
Commission have hitherto been voiced in doctors’ 
cloak rooms. Very few have appeared in print. In a 
recent issue of Current Medical Digest (June 1958, 
p. 63) your guest editor made bold to put some of 
the criticisms often heard in cloak rooms on the 
printed page. The result was an avalanche of letters 
of approval from all parts of the country. They wrote 
that their sentiments had been voiced. They said 
that the number of meetings required by the Joint 
Commission was preposterous and out of proportion 
to the amount of new and important material at 
hand. One wrote that the query “‘Is private practice 
then to be controlled by a group of non-practitioners?” 
would have been more timely fifteen years ago. Non- 
practitioners are now in control of most medical in- 
stitutions. They are, therefore, in control of all medi- 
cal disciplines.” 

But must they necessarily stay so? It is true that 
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there is a deplorable trend in our country towards 
the centralization of government. Dicta are being 
handed down from Washington which are ob- 
noxious to a large segment of our people. Federal 
bureaucrats are running roughshod over every prin- 
ciple of sound government and of common decency. 
If they ever knew that local self-government is the 
foundation stone of democracy, they have either 
forgotten it or treat it with the utmost contempt. 

Are we then also to have centralized control of 
medicine? What has become of the principle of 
states rights, of local self-government, and of the 
dignity of the individual? 

Quite naturally all of us want our hospitals to 
have high standards and the PATIENT, who is the 
central figure, to have the best possible care. Many 
of the requirements of the Joint Commission actually 
militate against this by taking up the doctor’s time 
in annoying, irritating, and unnecessary paper work 
as well as in unnecessary meetings. The Stover Re- 
port (J.A.M.A., 162, 499, 1956) stated that at- 
tendance requrements at staff meetings should be 
set up locally and not by the Commission. This 
recommendation of reverting to local self-govern- 
ment was ignored by the Commission. 

Recently the House of Delegates of the Medical 
and Chirurgical Faculty of the State of Maryland 
passed a resolution stating that the presently existing 
methods of approving and disapproving hospitals for 
accreditation adversely affect the potentialities and 
effectiveness of such institutions generally and the 
patient, interne, and visiting physicians associated 
with such hospitals specifically. (A copy of this 
resolution is to be sent to the Joint Commission and 
to all State medical societies.) Shortly afterwards the 
Maryland Chapter of the American College of Sur- 
geons took similar action. Certainly where there is 
such a complete lack of rapport between fine physi- 
cians and the Joint Commission, there is something 
wrong, and I do not believe that the trouble is with 
the doctors who run the hospitals. 

Now, what to do about it. The obvious thing 
seems to be for all the states to follow the example 
of Maryland in a grassroots revolt against central- 
ization. If we are to have a central accrediting body, 
a local committee should advise them with regard to 
local hospitals. We can, and should, stop the present 
system of having inspectors, who are often of nothing 
like the caliber of the staff physicians concerned, 
pass upon accreditation or non-accreditation of hos- 
pitals staffed by doctors who are far more competent 
than they are. 


Amos R. Koontz, M. D. 
From The Virginia Medical Monthly 85:665 
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NARUROPATY AND AN EDITOR 
REAR THEIR HEADS 
BILL DESIGNED TO CURB THE 
“CLOSED SHOP” TREND 


It shall be unlawful (1) to deny any citizen or 
(2) for any organization or association to conspire 
to abridge or destroy the right of citizens of this 
state “to exercise a reasonable choice in selecting 
their religious affiliation, their legal representation, 
and the method of treatment of their ills; provided 
that such choice shall be limited to professional or 
religious groups that are recognized by either state 
or federal statutes.” 

That’s the heart of a bill introduced in the South 
Carolina General Assembly by Reps. Mitchell and 
Addis of Oconee County, and others. 

The bill is based upon contention that “there is 
a growing trend to abrogate the inherent rights of 
the citizens of the state” and that “such abrogation 
is frequently promoted by organizations or associa- 
tions seeking to further their own private interests.” 

Dr. Mitchell, for one, should know whereof he 
speaks. As a naturopath who operated a nice hos- 
pital, he suddenly found his profession arbitrarily 
banned by legislative act. 

He contends that if his profession, which is recog- 
nized in other states and which previously was 
recognized and regulated in South Carolina, can be 
banned, then the same ban may be applied to other 
professions. 

Why, he wants to know, should citizens who de- 
sire such treatment be denied the right to receive it? 
He is not alone in raising this question. 

Certainly it is the duty of the public, through its 
lawmakers, to protect itself against quacks and 
charlatans. That can best be accomplished through 
reasonable regulations and requirements, as is the 
case with other types of doctors and_ professional 
men. 

What Dr. Mitchell and his co-sponsors are trying 
to do is to extend South Carolina’s “right to work” 
law to members of professions who, in growing 
numbers, are being threatened by “closed shop” 
actions of various associations and organizations. 


Anderson Independent, April 11, 1959 


BOOK REVIEWS 


MATERNITY—A Guide to Prospective Mother- 
hood. F. W. Goodrich, Jr., M. D. New York. Pren- 
tice-Hall, Inc. 1959. Price $1.75. 

This is an easy-to-read, adequate prenatal guide, 
neither better nor worse than others on the market 
in either content or cost. Its simplicity and brevity 
have much to recommend it. Probably more young 
mothers would read it in preference to some of the 
other more sophisticated publications. 

James M. Wilson, M. D. 


GENERAL UROLOGY, by Donald R. Smith, 
M. D., University of California. Illustrated by Ralph 
Sweet. 2nd Edition, 1959; Lange Medical Publica- 
tions, Los Altos, California. Price: $4.50. 

This is the second edition of a book which has 
already proved its value and usefulness, especially 
for the medical student and medical practitioner who 
have not specialized in urology. The descriptive mat- 
ter is concise and to the point; the illustrations are 
excellent, and the whole format of the book is pleas- 
ing. By reason of the use of soft binding, and mod- 
ern reproduction processes in the preparation of the 
book, the cost has been kept at a figure which will 
appeal to students and in fact to anyone else, yet 
nothing has been sacrificed to make this a most handy 
manual and reference book. 

There have been a number of changes made since 
the first edition appeared and many of the illustra- 
tions have been replaced or improved. This book can 
certainly be recommended highly for the field which 
it proposes to cover. 


Paul W. Sanders, M. D. 


THE PLASMA PROTEINS, Clinical Significance. 
Paul G. Weil, M. D., Ph.D., J. B. Lippincott Com- 
pany, Philadelphia, 1959. Price $3.50. 

I found it to be fairly easy to read, to understand, 
and it seems to cover fairly the plasma proteins. As 
a reference to jog the memory, it may serve a pur- 
pose. As a primary reference, it is too terse with too 
little primary data. As a discussion to show the im- 
portance of plasma proteins to the field of medicine, 
it accomplishes its mission. It indicates the protein 
relationship to most fields of medicine. It is my 
opinion that a moderate expansion of explanations 
with the inclusion of numerical ranges would have 
improved the book and made it a good general, 
readable, desk reference. The 49 references are 
probably enough to indicate sources, but it would 
have been better if each chapter had noted the main 
sources of information. 

Robert V. Moore, Ph.D. 


BIOSYNTHESIS OF TERPENES AND STEROLS. 
A Ciba Foundation Symposium. Edited by G. E. W. 
Wolstenholme and Cecilia M. O'Connor. J. and A. 
Churchill Ltd., London. 1959 and Little, Brown and 
Co. Boston. 1959. Pp 311. Price $8.75. 

This book presents the current thoughts of a most 
distinguished group of biochemists on the status of 
biosynthesis of certain terpenes and sterols with the 
emphasis on cholesterol and its precursors. This is a 
highly specialized subject and the subject matter 
presented assumes a working knowledge of the sub- 
ject prior to the new presentation. It is inherent in 
any symposium for each author to set forth for other 
specialists in the field the current research and 
though of his own laboratory. This limits the appeal 
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and the value of the book. This book does uphold the 
high standards of the Ciba Foundation Symposiums 
for the authors are foremost in their field and the 
material is up to date and lucidly presented. 


CHILDBEARING BEFORE AND AFTER 35. 
Adrien Bleyer, M. D. New York. Vantage Press 1959. 
Price $2.95. 

Although this short (109 pages) book purports to 
be for the general public, it is doubtful to the re- 
viewer that any appreciable number even of intel- 
lectual people will read or digest it. Although simply 
done, its statistical approach and many charts will 
frighten the bravest layman. 

It is a study of the incidence of defects in the 
newborn in women over and under thirty-five years 
of age, showing the marked preponderance in the 
older group of mongolism, achondroplasia and con- 
genital heart disease. Most congenital defects, pre- 
viously classed as hereditary in origin, are now 
thought to be the result of stress (largely anoxia) on 
the foetus early in its development. Such stress is 
more likely to occur with aging and the increase in 
chronic diseases in the mother. 

While it offers no solution to the problem except 
earlier childbearing, the book is well worth the read- 
ing of any physician engaged in the treatment of 
chronic diseases as well as the obviously concerned 
pediatrician and obstetrician. 

James M. Wilson, M. D. 


DISEASES OF CHILDREN IN THE SUB- 
TROPICS AND TROPICS, by H. C. Trowell and 
D. D. Jelliffe. London. Edward Arnold (Publishers ), 
Ltd., 1958. The Williams & Wilkens Co., Baltimore, 
exclusive U. S. agents. Price: $18.50. 

This is an excellent volume which covers what its 
title indicates, and omits long accounts of diseases 
which are common in other areas than in the sub- 
tropics and tropics. Thus there is no great duplication 
of material to be found in many other standard text 
or reference books. This work touches not only on 
diseases as such, but on the problems of customs and 
manners in the tropical areas, the question of hos- 
pitals adapted for special purposes, and public health 
and sociological problems in general which play such 
a large part in the prevalence or control of disease. 
To a reviewer in South Carolina there is much that 


might be considered applicable in his own area, or 
at least might have been applicable not very many 
years ago. A number of the conditions described are 
to be found in this part of the United States. 

The book is a collection of contributions by a 
number of different writers from various parts of the 
world. It is well documented, and is in pleasing for- 
mat. The illustrations are good, and the writing is 
agreeable. The standing of the contributors should 
speak for the soundness of the views expressed. 

In this reviewers opinion, this is an excellent book 
which should serve well those of the profession who 
are concerned with the problems which it covers. 


LEUKEMIA. By William Dameshek, M. D. and 
Frederick Gunz, M. D. 420 pages. Grune and Strat- 
ton, Inc., New York. Price $15.75. 

This text is the first major attempt to assemble the 
published studies of leukemia since the work of Fort- 
ner in 1938 and is especially appropriate in view of 
the importance of this disease plus the increasing 
ability to control it even if only temporarily. 

Following a complete discussion of the etiology 
and pathology of leukemia, the clinical manifesta- 
tions are discussed in perhaps too brief a fashion and 
with overemphasis on some of the more bizarre and 
unusual complications. The serum protein abnormali- 
ties are well covered and are helpful in understanding 
many of the manifestations of the ultimate decline 
of the patients. 

An excellent review of the “Myeloproliferative” 
disorders (such as polycythemia vera, myeloid meta- 
plasia and Di Guglielmo syndrome) is included and 
notes the inter-relationship of this group to the leu- 
kemias. The difficulty of exact diagnosis without 
following the course is demonstrated by representa- 
tive case histories. 

The present forms of therapy are adequately 
covered with the author's recommended treatment 
schedules. This remains largely a matter of individual 
preference and must be tailored to the specific case. 

Doctors Dameshek and Gunz have fulfilled a very 
important function with this book and have included 
an excellent bibliography of pertinent articles. It is 
invaluable as a reference and a welcome addition to 
the library of anyone interested in hematology. 
C. deS. 
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